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PROSPECTS FOR BETTER HEALTH FOR OLDER 

WOMEN 



MONDAY, APRIL 15, 1985 

U.S. Senate, 
Special CJommittee on Aging, 

Toledo, OH. 

The hearing met, pursuant to notice, at 9:30 a.m., at the Medical 
College of Ohio, Toledo, OH, Hon. John Glenn presiding. 

Present: Senator Glenn, Congressv/oman iCaptur, and Martin 
Janis. 

Also present: Diane Lifsey, minority staff director, Jane Jeter 
and Eileen Bradner, professional staff members and Susan Able, 
staff intern. 

OPENING STATEMENT BY SENATOR JOHN GLENN, PRESIDING 

Senator Glenn. The hearing will please come to order. This is an 
official meeting, a hearing of the U.S. Senate's Special Committee 
on Aging, entitled, "Prospects for Better Health for Oldor Women." 
We're particularly gratified to be having this hearing in Toledo 
and to have such a fine panel of witnesses this morning — and not 
only Marcy Kaptur, who Fm sure most of you know here, but also 
Martin Janis wno is with us. I'm glad to have him here in addition 
to the other participants that we have with us today. I might sug- 
gest that until the air-conditioning gets on, if any of you gentlemen 
wish to take your coats off, we'll consider that (|uite appropriate 
this morning to m^e yourselvi*^ comfortable. This is a far larger 
crowd then we expectea. As Marcy and I said before, we're very 
gratified to see everyone here and nope that we accomplish a great 
deal and bring out sJl of the information that we're looking for. 

I want to welcome each and every one of you to this hearing. It 
is an official hearing of the U.S. Senate's Special Comniittee on 
Aging entitled "Prospects for Better Health for Older Women.** It 
is a very special pleasure to be here holding today's hearing, and I 
want to thank the Medical College of Ohio ^CO] for making these 
facilities available to us. We had the hearing here today not by ac- 
cident, but because this is one of the few medical schools in the 
country that does have a special course in geriatrics and gerontolo- 
gy. So we hold it here not by accident, not just because it's Ohio, 
but because we want to see MCO become a center for study of the 
problems of the elderly. 

I also want to thank Congresswoman Marcy Kaptur for taking 
the time to be with us today. As a single woman and a Member of 
the Congress, Representative Kaptur exemplifies the changing life- 
CD 
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style of many American women. I know that those of you from the 
Toledo area will agree with me when I say that Marcy is doing a 
truly outstanding job in Washington. Let me add that behind this 
successful woman stands another woman. Marc/s mother— Mrs. 
Sherri Kaptur— has made an enormous contribution to Marpy's 
success, and together, they have formed what is one of the most dy- 
namic mother-daughter teams in the history of Ohio politics. 

Tm sure I don't have to remind any of you of what today is. It's 
April 15. Soity to have to bring this up and put a damper on the 
whole proceedings here. It's income tax day, and I think it was 
Mark Twain who said that taxes are one of on?y two things that 
are inevitable. The other inevitable, of course, was what Maurice 
Chevalier was referring to when he said that "^owing old is not so 
bad — especially when you consider the alternative." 

Well, the main reason we've gathered here today is to talk about 
how that alternative can be postponed as long as possible — and 
how we can help make growing older with good health a reality for 
millions of American citizens. In fact, my wife Armie is here with 
me today. Please come up here for just a moment. She went out 
last Christmastime and bought me a T-shirt that I think is appro- 
priate especially for today's hearing. It's a T-shirt that I think says 
exactly what we're trying to accomplish. I wanted to show you 
these two [T-shirts]. They say, "I'm not getting older— I'm getting 
better." That's what we want for everyone. I nope that with this 
series of hearings we're having we can really bring enough to light 
that we can make a difference for the fastest growing part of our 
population. As those in the baby boom generation come into older 
age, it's going to be a tremendously increasing number of older 
people. 

I think some of you may be wondering how today's hearing came 
about— and how it fits into the larger picture of my work on the 
Senate Special C!ommittee on Aging. Well, the answer is easy. We 
all know that our society is getting progressively older— ana that 
since women outlive men, most of ttie problems confronting the el- 
derly are primarily the problems of women. In fact, right now 
about 60 percent of all Americans over the age of 65 are women- - 
and here in Lucas County, it's an even higher 62 percent. But 
that's not all. Because the fastest growing segment of the elderly 
popubtion are those over the age of 85— and a full 70 percent of 
those people are women. And when the real "senior boom" begins 
about 25 years from now, we're going to see a four-fold increase in 
the number of people over 85— and a doubling of the number of 
older women. 

Now men obviously get older too— and their problems -are every 
bit as real as those faced by women. But when you consider how 
dramatically the roles of women have been changing in our socie- 
ty—and how little attention is currently being paid to the long- 
term implications of those cl\anging roles, then I'm sure you can 
understand why I chose to focus these hearings on the special prob- 
lems faced by women. 

These hearings— which began latit October in Columbus and 
which will be held in various cities throughout the State of Ohio 
both this year and next- are designed to address the full range of 
issues raised by the changing roles of women in American life. 
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These iseues include work and retirement policy, family and com- 
munity life, and the subject of todays hearing: health care. 

Health care is of special importance to women, not only because 
they live longer than men, but also because women suffer more ill- 
nesses and have more days of disability. Such chronic diseases as 
arthritis, hypertension, diabetes, and osteoporosis are especially 
prevalent among older women— and because they live longer, their 
chances of developing multiple illnesses are greatly enhanced. 

In fact, chronic diseases are now the leading cause of death and 
disability in this country— and I suspect they are also a leading 
cause of feai' among older Americans. 

Now, Vm confident that someday we'll manage to overcome most 
chronic diseases the same way we've managed to overcome most 
communicable diseases. And toward that end, Fm proud to be co- 
sponsoring legislation that would restore much of ti^e money for 
biomedical research that was cut by the Reagan administration. I 
disagree with those cuts in research and health care. I think we're 
heading in the wrong direction. Fm also proud to be supporting in- 
creased appropriations for education and research in the fields of 
geriatrics and gerontology. As many of you know, OWo was the 
first State to establish offices of geriatrics in each of our medical 
schools. Today, we are fortunate that Dr. John McGreevey, director 
of geriatric medicine here at the Medical College of Ohio, is with us 
to discuss improvements in health care for the elderly. 

But more government spending isn't the only answer. For one 
thing, we simply can't afford unlimited spending in these days of 
soaring Federal budget deficits. And we all know that an ounce of 
prevention is better — and far cheaper — than a pound of cure. 

Fortunately, there is a growing body of evidence that health pro- 
motion measures can significantly reduce the chance of developing 
chronic illnesses. In fact, the truly good news is that you're never 
too old to start: a sensible diet, an end to cigarette smoking, and a 
good exercise program can help even those over 65 live healthier 
and happier lives. The bad news, unfortunately, is that the govern- 
ment can't afford to subsidize your purchaoe of jogging shoes. But 
taking care of yourself is not a laughing matter— and self-help 
really is the single most important tool that we have in combating 
chronic diseases. Three of our witnesses today— Mrs. Ethel Mercer, 
Ms. Deanne Damschroder of the Arthritis Foundation, and Dr. 
Eileen Metress of the University of Toldeo— will be addressing this 
subject — and I hope their words will be heard and heeded by each 
and every one of us. 

But what people can do for themselves is only part of the 
answer. Other major concerns are preventive care and help in 
managing long-term chronic diseases. Unfortunately, both of these 
needs still remain largely outside ^f the scope of most public and 
private health insurance programs. Middle-aged women who run 
the greatest risk of developing chronic illnesses often do not receive 
the kind of preventive care they need. Some find their access to 
health care barred because they have lost insurance coverage due 
to divorce, or the death or retirement of their spouses. The situa- 
tion for many women in the labor force is not much better. Often 
those working in the sales or service sectors of our economy are in 
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jobs Shat do not come with employer-prodded health insurance 
benefits. This situation is worse for women working only part time. 

The gaps in health insurance continue into old age iinder Medi- 
care, where the costs of "routine" forms of medical care, including 
annual physicals, are not covered, nor is tliere long-term care in- 
surance In the Senate, I have cosponsored legislation to provide 
more at-home health care benefits undor Medicaie. In fact, we can 
do that cheaper in many cases than letting the cases go ahead to 
where they have to be hospitalized. 

Since women tend to be clustered in lower .paying, so^^alled pink 
collar jobs, they actually suffer a double-whammy. Not only do 
they lack an adequate amount of health iiisurance, but lower in- 
comes also generally mean poorer diets, more stress from crowded 
or substandard housing and a severely limited amount of exercise 
and leisure time. And to top it all off, retired women workers or 
homemakers often find themselves with far fewer financial re- 
sources than they need to cover a longer lifespan. To address these 
and other problems relating to access to affordable health and pre- 
ventive care, we're fortunate to have with us today, Mrs. Billie 
Sewell Johnson, director of the Area Agency on Ag^ng of North- 
western Ohio, Inc., and Mr. Robert Harootyan of the Congressional 
Office of Technology Assessment [OTA]. OTA is the scientific re- 
search group in Congress that looks into some of the very highly 
technical problems that we have these days. It was set up some 
years ago. It does an excellent job in this high tech area. 

Finally, this hearing will examine some of the ways in which our 
lives and health can be enhanced through advances in biomedical 
research and the development of new therapies and preventive 
measures. What we're talking about here is not just research into 
specific diseases, but research into the underlying biological mecha- 
nisms of the normal aging process. Through this kind of research, 
we hope to learn how we can assist body systems weakened by 
aging, and perhaps even how to explain the differences in !ife ex- 
pectancy between the sexes. If we can do that, then maybe the day 
will soon come when the golden years of men— as well as women- 
can be extended. We're fortunate to have Dr. Raymond GitTord of 
the Cleveland Clinic Foundation here today to tell us about the 
amazing advances that are occurring in these fast changing re- 
search areas. 

Let me close these opening remarks by recalling something fliat 
Dr. Robert Butler said at our first "Women in Our Aging Society" 
hearing last October in Columbus. Dr. Butler insisted that our 
Nation must look beyond the annual Federal budget cycle to the 
demofe^-aphics of the future, because— as he put it— -"we obviously 
cannot wait * • • rntil the baby-boomers * * * reach the golden 
pond before we begin to act." I think Dr. Butler was absolutely 
right, ^d while we may not be able to do anything about the fact 
that we're getting older, there is a great deal we can do vo ensure 
that we're getting better. That's why I'm here today; it's why 
you're here today; and it's why our distinguished panel of experts 
have agreed to join us. So let's get on with it. Marcy, I would turn 
opening remarks over to you. 
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STATEMENT BY CONGRESSWOMAN MARCY KAPTUR 

Congresswoman Kaptur. Thank you, Senator Glenn. I would, on 
behalf of all the citizens of the Ninth Congressional District, like to 
officially welcome you back to the greater Toledo area as wiU as 
your wonderful anu talented wife, Annie. Thank you so much for 
joining us today. 

We all know that one Member of the? U.S, Senate is in space 
today in orbit, and we're certainly glad that you had your space 
training before you were elected to the Senate of the United States 
and that, in fact, today, April 15, you have your feet solidly on the 
ground here in our community and are interested in addressing the 
problems of today's elderly and those of us who will be older in the 
future. Senator. 

I also want the people here today to imderstand that the Senator 
is the Democratic chair of the Senate Special Conmuttee on Aging, 
and, therefore, we are eopecially honored not only that he is an 
Ohioan but he cares about the issues of the elderly in the Senate of 
the United States on behalf of millions and millions of Americans. 

We in the House share your deep concern about the growing 
needs of the elderly in America, certainly here in our community 
as well, and about the complexities of the aging process. Just last 
week I helped to open the Alzheimer's center down at the Spitser 
Building. Of course, the National Institute of Health as well as our 
own Veterans' Administration are doing lots of research oh Alzhei- 
mer's disease so that we can perhaps gain a better understanding 
of that process. 

Today's hearing by the chairman of the Senate comniittee is a 
perfect complement to the hearing with Claude Pepper that we 
held in this district last year on the problems of the elderly. Some 
of us call him Senator Pepper. He is a v/onderful man who is the 
oldest Member of the House, has to have a pacemaker and has 
more energy than Members half his a^e. He was here to take ques- , 
tions and to join me in hearings deahng with Social Security and 
the future of that system. Of course, he, along with Senator Glenn 
and myself, are going to be fighting very hard the Reagan adminis- 
tration proposals to cut Social Security benefits, an<F that battle 
will be frequently in the news for the next several weeks. 

In addition to that, last year we had the chairman of the Ho ise 
Committee on Agings Congressman Ed Roybal of California. We 
had quite a discussion on the topic of Medicare and the challenges 
of that system and its financing. We hope that in the next several 
years we in the Congress will develop some solutions to Medicare's 

Eroblems. We also had the Veterans Committee here last Septem- 
er. 

We know that by 1990 over half the men over the age of 65 in 
America will be veterans, and our veteran's health care system is 
literally cracking at the seams. We have to find some answers 
there related to what you mentioned in the area of home medical 
care, preventive health care, and new kinds of arrangements to 
meet that growing demand. Finally, in October we wll be holding 
a hearing in this community involving some of the health care pro- 
viders as well as other interested grouos on what we can do locally 
to meet the increasing needs for health care for all age groups. 



This is an issue not just for the elderly, but for many families who 
do not have proper insurance now, for people who are faced with 
all kinds of very expensive health care needs, and we hope to pull 
together the hospital administrators and the doctors and lawyers 
and insurance companies, et cetera for that hearing. That will ad- 
dress what we can do as a community locally at the same time the 
Federal Government does its job. 

I want to say today that it's really significant that both the 
House and the Senate are represented here because, unless both 
sides of Congress cooperate to take your views to Washington and 
can 'agree on something, nothing yeally happens. So it's good to 
know that we have people together here representing both sides of 
the Congi-ess. 

I also want to say how pleased we are to be at the Medical Col- 
lege of Ohio. I can remember a day when this used to be cornfields, 
and that says something about my age. It might also say something 
about your age. What a marvelous resource. So many people con*, 
tributed to this building in our community so that we could have a 
sophisticated research hospital right here in northwestern Ohio. 

For those of you who have come today and have tsken time out 
of your busy schedules, there is nothing more impressive for people 
in the elective life to see this kind of turnout because that means 
that there is a need for change and that things happen not only at 
the local level but at the national level. Your time today will be 
well spent. 

I hope to be able to stay for the whole morning, but I may have 
to take off because one of my best friends, Joe Kardos, died this 
weekend. Maybe some of you knew him. He comes from South 
Toledo. I thought I might want to stop by the funeral home before I 
left. Thank you so very much, and. Senator, tharJt you too. 

Senator Glenn. Thank you very much. I want to introduce Mr. 
Martin Janis. Martin has contributed more than 20 years of public 
service to improve the lives of Ohioans. He has served in. the Ohio 
House of Representatives, and as the director of the Ohio Depart- 
ment of Mental Hygiene and COi.-^tion, and then as director of 
the Ohio Commission on Aging. 

Under his leadership the Ohio Commission on Aging gained na- 
tional prominence for its outstanding and innovating status for 
senior citizens—and we couldn't go through £dl the accolades that 
he deserves. One of the things, development of the Golden Age Vil- 
lages including Glendale Terrace, is right here in Toledo. It is rec- 
ognized by v.ur committee in Washington as an outstanding exam- 
ple of congregate living facilities for older persons. He also started 
the "Golden Buckeye'* discount program, and geriatric medicine 
programs in Ohio's medical colleges. 

He is technically "retii^ed" from public service. I put that in 
quotes because he could certainly fool me. He puts in plenty of 
hours on behalf of senior citizens across the State and indeed na- 
tionally because we've had him in Washington. He's given valuable 
assistance to me, and, Martin, we appreciata very much your join- 
ing us today and are glad to have any remarks you might want to 
make. 

ERLC 10 



7 



STATEMENT OP MARTIN JANIS, TOLEDO, OH 

Mr. Janis. Never let it be said that when 1 had the opportunity I 
didn't taJte advantage of it. I want to correct Marcy. It was not so 
long ago that this was a cornfield. I can assure you of that becaiise 
I was director of the deparment of mental hygiene and corrections 
when it was a part of that department So that wasn't so long ago, 
Maxcy. 

But I do, of course, take this opportunity of welcoming both Sen- 
ator Glenn and Marcy on behalf of the northwestern Ohio area as I 
said to both of them as they came in. 

You know, there's one thing about it. I've been to all parts of the 
State of Ohio, but if you ever want to get a response to any kind of 
need, come to northwestern Ohic because they do really respond 
well; you've seen what it is by what you've had this" morning, this 
fine display of interest. This is an anniversaiy for me because it 
was 20 years ago this spring that I started Ohio's programs for 
older persons, and, of course, I'm delighted to be here; and that 
Senator Glenn saw to it that this important hearing was held here. 
I appeared a number of times before the Special Committee on 
Aging in the Senate over the course of these past 20 years, and I 
also have had the opportunity to appear before the Select Commit- 
tee on Aging in the House of Representatives. 

It is particularly gratifying that the hearing is being held in a 
spirit of unity, as Marcy had mdicated. Certainly this assures 
something meaningful developing from it. 

My problem is that many times during these past 20 years I have 
participated in and have listened to conferences such as tliis and 
then seen nothing come out of them. In the final analysis it's the 
results that are most important. We know, and this is emphasized 
by so many being here today, that there is a great interest in this 
f,TOwing phenomenon in our country as well as in the world of the 
increasing numbers of older persons. It is particularly fitting and 
significant that this hearing centers on health needs of oldsr per- 
sons. As Senator Glenn has indicated, seemingly the administra- 
tion has taken a position with respect to health care costs that is 
contrary to facts relating to the condition of older persons. 

In conclusion I want to stress a significant fact, and in part it is 
demonstrated hero in this room. I know that this hearing focuses 
on the health concerns of older women, and, so for that reason, not 
as many men would have been in attendance. However, no matter 
what meeting of older persons you attend, there's always a much 
grea er number of women present. Partly this is because of their 
greater interest, but also because of these figures that I would like 
to share with you. 

In Ohio in 1980, there were 462,247 men who were over 65 years 
of age. There were 707,000 women who were over 65 years of age. 
You can see that big contrast indicating that women do have a 
longer life than men. A further analysis provides even more inter- 
esting data. Of the number of men who were over 65 years of age, 
65 percent were in the age group between 65 and 75; 28 percent 
were between 75 and 85, and 7 percent were over 85. Now, with 
women, 57 percent are in the age range between 65 and 75; 32 per- 
cent in the age range between 75 and 85, and 11 percent in the age 
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raiige over 85. A careful review of this data provides meaningful 
information. For instance, over the age of 75, women outnumber 
the men almost two to one. Certainly these figures make you reai- 
ize the importance cf this hearing. 

The last point I would like to make should be of some consolation 
to the men. We re completely outnumbered in all the age groups 
^ooA^' ^® 11^- ^ according to tfie census 

of 1980, there were 126 persons who were over 110, and of that 
number 61 were men and 64 were women. So, men, let's make sure 
that we reach 110, Thank you very much* 

Senator Glknn- I don't know whether I feel better or worse. 
Thank you, Martin- Thank you very much* Just a couple of house- 
keepmg details— I don't want to let time get away fix)m us here* 
Before we have our first witness, out in the lobby you'll see some of 
these yellow sheets. We don't consider the people who give testimo- 
ny the only experts in the room* We'd like to have your comments* 
Many of you have ideas* If you had been asked to be a witness up 
here today, what would you like to have said? Pick up a yellow 
sheet. We will make sure too that you get publications sent to you 
if you put your address on the bottom* If you want to fill out a 
sheet, put your name and address on the bottom so that we can 
send you some of the publications on the Senate Special Committee 
on Agmg if you like. At the hearing last October, we had about 200 
v/ritten comments from the audience* Some of them were very 
good, very valuable, and we included them in our hearing recordf, 
as a matter of fact. So we appreciate you fillmg out the yellow 
sheets. 

There are a number of publications on the table* I just want to 
point out that there are several Government agencies and other or- 
ganusations that furnished some of the publications for our hearing. 
You re welcome to pick up any of those that you like out there. 

With those brief announcements here, we'd like to get on with 
our witnesses. 

Our first witness this morning is Mrs. Billie Sewell Johnson, ex- 
ecutive director of the Area Office on Aging here in Toledo* The 
area agency administers aging programs and services for a 10- 
county area jn northwestern Ohio. Mrs. Johnson has been a resi- 
dent of Toledo since 1968 and has served as a leader and advocate 
for the aging community since 1977. 

She serves as vie? president of the board of governors for the Na- 
tional Church Residences, a national nonprofit housing firm for the 
elderly. Mrs. Johnson is founder of two nonprofit subsidiary hous- 
ing corporations established for the elderiy and handicapped in De- 
mnce and north Baltimore. We welcome your testimony, Mrs. 
Johnson. 

STATEMENT OF MRS. BILLIE SEWELL JOHNSON, TOLEDO, OH, 
DIRECTOR, AREA AGENCY ON AGING 

TT^^* Johnson. I am honored to participate in this hearing of the 
U.S. Senate Special Committee on Aging. I wish to thank Senator 
1 J 9 continuous leadership and efforts on behalf of 

older Americans throughout the United States and especially older 
Ohioans. I would also like to thank Congresswoman Kaptur and 
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Mr. Martin Janis for their continued support of mv organJzation 
and the senior citizens of Toledo-Lucas County as well as thofcie per- 
sons living in northwestern Ohio. Fve been asked to focus my com- 
ments this morning on the problens older women have in securing 
access to affordable health care and to comment a little bit about 
the older American programs and services that are provided here 
in northwestern Ohio. 

lay's topic, "Prospects for Better Health Care for Older 
Women" is extremely appropriate and timely* Especially in light of 
the fact that for the next several months, women^s groups and or- 
ganizations throughout the United States will be conducting simi- 
lar meetings to assess the overall status of all women, particularly 
focusing on the issues which affect the lifestyles of older women 
and other special populations and groups of women. One of the 
most important of those issues is health care. 

These meetings are being held in preparation of the 1985 United 
Nations World Conference for the Decade for Women which will be 
held in Nairobi, Kenya this July. The World Conference is the cul- 
mination of the Umted Nation's "Decade for V/omen" bc^uh in 
1976. Fm delighted to report "this morning that while I'll hot be an 
official governmental delegate to this conference, I do plan to 
attend in the nongovenmiental forums and study groups. I'm de- 
lighted to say that my primary mission will be to study and exam- 
ine further the issues of older women, including those who are eco- 
nomicfdly disadvantaged throughout the world. 

During the past Decade for Women, we, as a nation, have devel- 
oped a better understanding of the complex problems facing 
women. Further, we have finally agreed that merely identifying 
specific problems has not been enough; it is necesseuy to recognize 
the context in which they occur. 

The problems older women face today in securing access to af- 
fordable and appropriate health care is indeed an issue that we as 
a society are working to resolve. For years, the American consumer 
has been calling for radical changes in public policies affecting the 
access to, and the cost of, health care. Tiie older woman m especial- 
ly affected by thes^ problems, principally due to the fact that she 
represents the majority of the fastest growing population group in 
America, and, second, because she lives longer than any other seg- 
ment of the population. 

While we will probably continue to make incremental progress in 
efforts aimed at modifymg the present health care system, includ- 
ing the implementation of new cost containment policies and so 
forth, some immediate and expeditious strategies to expand health 
prevention and health education opportunities are desperately 
needed. Such strategies should include the expansion of early de- 
tection, screening and treatment programs, exercise and physical 
activity programs, nutrition education and increased infoniiation 
on health information, education and training programs. I'd like to 
pause here and say that I'm not only talking about programs that 
are periodically performed, but programs that are instituted in 
communities and neighborhoods on a regular basis. The absence of 
such initiatives in every community could result in dire and cata- 
strophic health problems for current and future generations of 
older women. 
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The problems of health care among the elderly are more chronic 
than acute, and, as has been earlier mentioned, thus we must begin 
to look at chronic illness in an entirely different way than we have 
in the past. First, this calls for radical changes in the way we deliv- 
er health care services; where and how we dispense such services; 
and how we train medical professionals to treat the increasing pop: 
ulation of older Americans, especially older women.r Second,. there 
IS a significant interrelationship between the access.to services and 
the economic status of older women. Who can deny that an ade- 
quate income, while not a panacea or cure-all, .would, subetahtially 
ea^ health care problems just based on opening up more:' options 
and choices alone? There are pervasive and underlying socioecd-. 
nomic factors at the root of many of these health care, problems 
that we experience. 

Historically, the family ass' ^ed a great deal of responsibility for 
those who lived into their .older years. Conversely, today's: older 
population has matured into a society that .stresses individual 
achievement, personal autonomy, and the S3lf-<ieterminatiori to 
mamtam independent lifestyles during their later years. However, 
with advancing age comes a series of.social, physical, and psycho- 
logical losses and unpairments which eventually lead to an in- 
creased degree of dependency on others. Due to the prospects of 
greater longevity and the likelihood of living alone in their later 
years, older women are particularly affected, as they advance in 
age. Supportive services for the elderly become more critical than 
ever. Many older women suffer at this stage of their life because 
many communities just don't have enough resources to finance 
transportation services, escort services, outreach and other services 
it7?-i {^^^ women gain better access to health services. 
While such problems are seen in a new and magnified light, given 
our lor^evity of life with the present economy and political condi- 
tions, the retrenchment of these vital community services will con- 
tmue to prevent older women and the elderly from living healthier 
and more productive lives in their older years. 

The Area Office on Aging of Northwestern Ohio, Inc., along with 
many other local public, private and voluntary organizations, are 
working jointly to eliminate conditions which inhibit this area's 
older citizens from full participation in, and access to, health care 
mstitutions and health services. I just want to mention a few of the 
local initiatives aimed at these problems: First, the early screening 
program of the county health department and visiting nurses pro- 
gram is an outstanding example of preventive health care and 
health promotion programs. Second, the medical transportation 
services operated by the department of human services which helps 
older people gain access and provides transportation for them to 
the various health care institutions. Third, the home-delivered 
meals and nutrition education services that are administered and 
operated by my own office. Fourth, various outreach, escort and 
fnendly wsiting and information and referral services which are 
operated by a variety of agencies such as community action agen- 
cies, the department of human services and many local church-sup- 
ported and sponsored organizations. Fmally, one project we are es- 
pecially proud of, the planned Lucas County Senior Citizens hous- 
ing complex which will be located near this facility, the Medical 
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College of Ohio, and, in fact, was the former home of the Medical 
C3ollege of Ohio's more commonly known as the Old East Campus 
of the Medical College. This project will provide the "well elderly" 
with not only housing but with health and supportive services as 
well as recreational programs, a barber shop, beauty shop, a phar- 
macy, library and other amenities that are necess€ury to help older 
people remam well and productive and a part of their cdmmimity. 
It is the product of one of the only f^w public/private partnerships 
in the country, and it's happening rights here in Toledo with the 
outstanding support of the Lucas Coimty commissioners. 

The Seagate Development Corp, is a subsidiary- of Toledo Trust 
and my own local office^ the area.office^on aging., . . 

In addition to these outstanding progfams/that I've mentioned 
which are in part or in whole supported by the area office on; aging 
financially, a number of other community Mencies. which jeceive 
no community or Federal support at all are doing useful things for 
the elderly in Toledo and northwestern Ohio. 

I just want to mention a couple of them. One is the outstanding 
mobile health watch van that is sponsored by Toledo— the St. Vin- 
cent's Hospital and Toledo 13 TV. This is an outstanding program. 
Hie mobile health watch van goes around to various, senior.centers, 
nutrition sites and other places where people congr^ate. - 

Other programs that ai'e sponsored by the Medical College of 
Ohio whereby they allow their student nurses and their physician 
trainees to go into the various senior centers and the prc^ams to 
provide treament prp^ams, preventive programs is an example of 
many of the local initiatives that we think are very outstanding 
and provide good access to health care for older women. In addi- 
tion, the myriad of services provided by the community mental 
health agency, the Lutheran social services. Catholic charities, 
Jewish family center and the Toledo Health and Retiree Center are 
four other examples of outstanding ir*itiatives that this local com- 
munity has come together to support on behalf of its elderly citi- 
zens. 

And, finally, many of the local hospitals are doing very new and 
creative things, among them, the Medical Collie of Ohio's Geriat- 
ric Center, who are building housing, who actually deliver services 
out of the service center as well as in-center services. 

In an effort to coordinate these various programs and services, 
the area office on aging and the department of human services, 
along with several other agencies, have initiated and coordinated a 
long-term community-based care program. This program is named 
CORE Project, Coordination of Resources to the Elderly. It is de- 
signed to coordinate and keep track of services received by elderly 
individuals in Lucas County. During the first and second years of 
operations, the program will engage in community and residential 
components, respectively. The system has a two-prong focus: client 
case work and tracking of long-term care clients. 

I am pleased to say that the director. Miss Ann Scoldamold, is 
here today, and they have done an outstanding job coordination 
of resources and putting together a package that will enhance and 
secure better access to older women in the future. The overall 
intent of designing the CORE project was to insure that various 
services are provided but through a "one-stop shopping" approach. 
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wid the project will be located on the campus where we're buUding 
the comprehensive complex. 

In closing, the Older Americans Act programs which are admin- 
istered through the area office on aging which I direct are primari- 
ly aimed toward preventive approaches with the specific objective 
of reducing and avoiding >remature institutional&ation of older 
women as well as older men. 

While we have been unable to expand our services due to the 
various cutbacks which the Senator alluded to eai'lier and because 
of the local economic condition, we ihave been ektremely successful 
in maintaining vital services by pooling resources with other orga- 
nizations and tapping other private as well as public r^urces; 
senior centers and nutrition sites represent the focal point of our 
service delivery ^tem for older citizens in-dur community. In- 
creasingly, other service providers, both public and private, are 
calling on the staffs of these centers for assistance in reaching the 
retiree community. The centers will continue to grow and take on 
new and expanded and vital roles in the community in the future 
that they serve. 

Most of us look to longer life and older life as a positive and re- 
warding gift. However, the continuing challenges posed by greater 
longevity and by technological, social and economic changes in our 
society demand that we work hand in hand with the retiree com- 
munity and he-ilth care providers as well as consumers to structure 
better service delivery systems for tomorrow's older generation of 
which women are the greater part. Thank you. 

Senator Glenn. Thank you veiy much, Mrs. Johnson. We will 
have the testimony from all the witnesses before we have questions 
here. I do have an announcement though. Tiiey tell me that the 
Wood Room which is just to the left as you leave the auditorium, 
has chairs, air-conditioning and sound in case anyone who is stand- 
ing back here is interestedf in going in there. Also, some of the wit- 
nesses statements that have been submitted in advance, are a 
little bit lengthy for our hearing here this morning. I would invite 
anyone who wishes to summarize your statements, your full-length 
statement. If you could summarize so that we have plenty of time 
for questions, we would really appreciate it very much. 

Our next witness is Dr. Eileen Metress. Dr. Metress is an associ- 
ate professor of health education at the University of Toledo, 
where she has taken an active role in teaching about nutrition, 
prevention and control of disease and health problems, particularly 
centering on those of the aging population. Dr. Metress is really an 
outstanding expert in the area of nutrition and health and was 
named the Outstanding Teacher of 1980 and 1981 at the University 
of Toledo. She has also played an important role in the Toledo com- 
munity as a volunteer, consultant and instructor at the community 
development center, and Project Counter Stroke where she taught 
volunteers how to rehabilitate stroke victims. 

It has only been within the last two decades that we have fo- 
cused on the vital importance of diet and nutrition in preventing 
disease and staying healthy. Today, Dr. Metress will address the 
most pressing nutrition issues facing women and discuss the impli- 
cations of the link between what we eat, how we live and how 
healthy we are. Dr. Metress. 
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STATEMENT OF EILEEN METRESS, PH.D., TOLEDO, OH, ASSOCI- 
ATE PROFESSOR OF HEALTH EDUCATION, UNIVERSITY OF 
TOLEDO 

Dr. Metress. I would like to thank the committee and Senator 
Glenn for the opportunity to participate as a witness in this hear- 
ing. I will be presenting testimony on the effects of cigarette smok- 
ing, diet and exercise on the incidence of osteoporosis, heart disease 
and cancer. 

A striking feature of these three conditions and for chronic dis- 
ease in general is the multiplicity of factors, which appear to be re- 
lated to their development. With r^ard to lifestyle factors, the sig- 
nificance of cigarette smoking, diet and exercise must be under- 
scored with regard to the possible role that they play in the devel- 
opment of the three conditions with which we are presently con- 
cerned. 

Approximately 80—60 to 80 percent of the 15 to 20 million cases 
of osteoporosis which occur in the United States occur in women. 
This condition, wherein bone loss is accelerated to a symptomatic 
level resulting in fractures, is the megof cause of fractures in post- 
menopausal women and in older members of our population in gen- 
eral. 

Now, the fractures can range with regard to their d^ee of se- 
verity. They may be responsible for back pain, for limited mobility, 
but they may also be very serious^ such as with a hip fracture 
where we have a 20-percent mortality rate 6 months after a frac- 
ture of this nature has been incurred. So it is paramount that we 
concentrate on preventive aspects with regard to a condition of this 
nature. We do know that smoking, diiet and exercise play an impor- 
tant role with regard to this condition. 

Cigarette smoking may be an important predictor of risk because 
we do have evidence that smoking accelerates the onset of meno- 
pause. The onset of menopause decreases the estrogen levels which 
allows for a greater withdrawal of calcium in the bone with osteo- 
poroisis. So the cessation of smoking is important, and, even more 
so, never beginning in the first place with regard to its positive ef- 
fects in bone development. 

Also, diet is extremely important, and this is important through- 
out a woman's life cycle. The inclusion of food such as green leafy 
vegetables, low-fat milk and milk products play a very important 
role with regard to the maintenance of bone and calcium stored 
therein. 

However, we do have a great disparity in this country with 
regard to how much calcium is recommended for our daily intake 
and what we are actually ingesting. Our recommended dairy allow- 
ance for calcium is 800 milligrams per day, and just recently we 
had a National Institute of Health panel recommend by virtue of 
medical consensus that females in this country take in between 
1,000 and 1,500 milligrams of calcium per day. What we do know is 
that the median for women in America is approximately 500 milli- 
grams. So we have a big difference between what's recommended 
and what's reality. 

Now, with respect to the situation, we do find that there are var- 
ious factors associated with American lifestyle and American diet 
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which may allow for this disparity and recommended intake and 
what we actually do ingest. For one thing, women seem to be par- 
ticularly concerned because of social factors with weight and may 
want to exclude milk and milk products because of ttieir concern 
with weight. 

Likewise, we find that certain other practices that women in our 
society engage in accelerate the bone loss such as cigarette smok- 
ing which was already mentioned and, likewise, a very high pro- 
tein diet heavy in meat. Some studies have indicated that the high 
amount of soft drinks consumed in the United States likewise con- 
tributes to the loss of this nutrient. We also find that coffee drink- 
ing, caffeine intake, has been associated with this as well. So we 
have many factors in our life associated with withdrawal of calci- 
um. . 

As I indicated, the skeletal quality throughout a woman's life is 
extremely important, and we do find from studies that the int^- 
ty of bones at puberty is extremely important becauseit dictates to 
the large extent what the quality of bone is going to Be later on in 
an individual's life. Likewise, at that particular time, the eatinjg 
habits established, good or bad, are probably going to be carried on 
and may have a direct effect then on the development of osteoporof 
sis. 

While we do not have definitive evidence with regard to exercise 
as a prevention of this disorder, we know that a lack of physical 
activity does hasten bone loss. Regular exercise that works muscles 
against gravity serves to maintain and strengthen bones. Muscular 
activity has been demonstrated to increase bone /mass in elderly as 
well as young persons. Regular physical activity which involves 
weight-bearing exercise should be encouraged for women through- 
out their lifetime as a possible preventive technique. This is largely 
things like walking, jogging, bike riding, whether stationary or 
real. 

Now, these three lifestyle factors are also significant with regard 
to coronary heart disease. We see cigarette smoking as a megor risk 
factor for coronary heart disease for women as weU as men. Smok- 
ers have twice the risk of heart attack as compared with nonsmok- 
ers. The association between cigarette smoking and coronary heart 
disease is particularly apparent in young women. 

Cigarette smoking is the most prevalent risk factor for sudden 
death resulting from a heart attack. The American Heart Associa- 
tion reports that smokers experience 2 to 4 times the risk of 
sudden death, that is, death within an hour of a heart attack, com- 
pared with nonsmokers. We have a study that indicates 62 percent 
of women dying have been designated heavy smokers, defined as 
smoking more tnan 20 cigarettes per day. 

For women who have recently taken up the habit as well as for 
those who have smoked for many years, there is good evidence that 
can result in a greatly increased risk for coronary heart disease 
and for sudden death associated with a heart attack. 

Diet, likewise, has been importantly associated with heart dis- 
ease, althou^ we have dietary factors. The American Heart Asso- 
ciation has recommended what's called a "prudent diet" wherein 
caloric intake is derived from fats is 30 to 35 percent. Practically 
applied, the recommendation of this particular group suggests that 
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Americans would increase their intake of fruits, vegetables, 1^- 
umes and whole grains, a reduced intake of high fat red meat^ pork 
and organ meat and the use of unsaturated and polysaturated v^- 
etable oils and margarine for table spreads, salad dressings; cook- 
ing and food preparation. We have evidence indicating that vege- 
tarians in the United States have been shown to have below aver- 
age blood lipid levels and a lower incidence of coronary heart dis- 
ease. 

A program of regular physical arAivity should be encc^uraged as a 
part of one's heart disease prevention program. The type of exer- 
cise which may protect us against the condition or improve ^ the 
chance of survival following a heart attack includes that tecjuiring 
movement of one's body weight over a distance such as walking, 
stair climbing, running, cycling and swimming. These types of ac- 
tivities are recommended for 15 to 30 minutes every other day. The 
functional capacity of the cardiovascular system may be increased 
and the myocardial oxygen demand decreased for any given level 
of physical activity with regular exercise of this nature. ^ 

Likewise, we find two of these risk factors being very important- 
ly associated vnth the development of cancer. In fact, diseases re- 
late to cigarette smoking may be referred to as A6ierica*s most 
preventable health problem. With regard to cancer, as with osteo- 
porosis and heart disease, cigarette smoking is a most significant 
risk factor. The first signs of significant concern for smoking-relat- 
ed disease are now beginning to appear, and we can expect to witr 
ness an increased incidence and prevalence as women who began 
smoking since the Second World War continue to smoke and grow 
older. It is documented that risk for tobacco-related cancers in- 
creases with the number, duration and type of cigarettes smoked in 
both men and women. 

Lung cancer with cigarette smoking is now becoming the leading 
cause of death in women as opposed to breast cancer with respect 
to cancer in general as we have just been informed by the Ameri- 
can Cancer Society. We also find that the relative percentage of 
adult female smokers has declined over the past 15 years which is 
certainly a piece of positi/e information, although the decline in 
smoking for women has been less rapid than that for males. The 
prevalence of smoking grows among teenage females 10 percent 
during the last decade. However, we have documented a downward 
trend in teenage smoking for males and females since the late 
1970's and fortunately that trend is still declining. 

The diet is likewise implicated with the development of cancer. 
The U.S. diet, which is high in fat, calories, and refined carbohy- 
drates, while low in complex carbohydrates and fiber, may be relat- 
ed to the development of certain types of cancer. 

International differences in fat intake have been related to colon- 
ic and breast cancer. We do have some very good studies that indi- 
cate that the Seventh Day Adventists who have a low fat diet dem- 
onstrate lower colonic cancer mortality. Also we have studies show- 
ing that in immigrant populations, people who would move from 
various areas, breast cancer and colon cancer are low in incidence 
coming to the United States, and they develop the U.S. diet which 
is very high in fat and within on^ or two generations manifest the 
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same death rate in cancer^ so the American diet is responsible for 
the changes in morbidity and mortality. 

Some evidence suggests that diet maybe co-related with at least 
one-third of all cancers in men. The breast, colon, and stomach are 
especially susceptible sites. 

Dietary recommendations have been promoted by the American 
Institute for Cancer Research, and these recommendations were 
based on the work of the National Academy of Science, Oommittee 
on Diet, Nutrition and Cancer. They include some very, strongjimi- 
larities with r^urd to what we saw with the Heart ;As80Knation and 
their prudent diet with r^ard to their prevention. It is'^basically 
reducing the intake of dietarjr fat, saturated fat, and increasing 
consiunption of fruits, v^etables, and, whole-grain cereals,, miiii* 
misdng intake of salt-cured, smoked, or charcoal*broiled foods and 
drinking alcoholic beverages in moderation, including foods in .the 
diet which are rich in vitamins and, likewise, avoiding obesity. 

We do have studies coming from the American- Can^cer Society 
that women who are deemed to be 40 percent or^more ovjerweight 
have a 55 percent greater risk of developing cancer. So attention to 
lifestyle factors have shown to be of paramoimt importance. j 

It is difficult to predict how healthy future cohorts of elderly 
women will be. However, many lifestyle changes bear the potential 
to exert tremendous impact on the quality of life and the mainte* 
nance of vigor for tomorrow*s elderly women. Thank you. 

[The prepared statement of Ms. Metress follows:] 

Prepared Statement of Eileen Metress, Ph.D, 

I would like to thank the Committee and Sen, Glenn for the opportunity to par- 
ticipate as a witness at this hearing concerning "Prospects for Better Health for 
OWer Women." I will be presenting testimony on the impact of cigarette smoking, 
diet and exercise on the incidence of osteoporosis, heart disease and cancer, A strid- 
ing feature of these tliree conditions and chronic disease, in general, is the m\ilti- 
plicity of factors which appear to be related to their development Individual life- 
style factors represent only one category of 8(xall( d risk factors. Within that cate- 
gorical designation, the importance or cigarette smoking, dietary patterns and physi- 
cal exercise must be underscored as they relate to the three conditions vrith which 
we are presently concerned. 

OSTEOPOROSIS 

The mcgority of the 15 to 20 million cases of osteoporosis in the United States 
occur in women. This condition, wherein bone loss is accelerated to a symptomatic 
level, is the mfigor cause of bone fractures in postmenopausal women and older per- 
sons m general. Women are more prone to the disease because they have less bone 
mass to Degin with and because changes which take place during menopause lower 
calcium and estrogen levels thereby accelerating loss of bone tissue. 

White women and those with small body frames are at an increased risk of osteo- 
porosis. Although these elements cannot be moderated there are lifestyle factors in- 
cluding cigarette smoking, diet and exercise which may affect the progression of 
bone loss. 

Cigarette smoking may be a predictor of risk due to the fact that evidence sug- 
ests it can accelerate onset of menopai»i4e.^ Early menopause is an important pre- 
ictor for the development of osteoporosis. Changes in estrogen levels make the 
bone, wherein 99 per cent of the bod/s calcium is stored, more sensitive to the ef- 
fects of parathyroid hormone which increases calcium withdrawal from ttie skele- 
ton. Estrogen ttierapy is often used to slow bone loss after menopause to prevent 
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disabUity related to skeletal fractures. Such therapy has been the subject of contro- 
versy auJ should be used wth close medical supervision. In that, one, my field of 
study IS basically concerned with lifes^le practices and primary prevention and, 
two, we have a physician as a member of this panel, I will refrain from remarking 
on the use of eetrogen-replacement therapy. Such concerns are more appropriately 
left to Dr. McGreevy. j 

Physicians may also prescribe caldum-rich diets in an attempt to slow dor;a bono 
loss m the osteoporofac uafaent However, dietary practices ara of utmost importance 
throughout a woman s life cycle as a preventive measure. The established RDA for 
calcium has been set at 800 mg. per day. Twenty.five percent of American women 
consume less than 300 mg. per day with the median caldum intake for American 
females approximating 500 mg. 

^ A National Institutes of Health panel submitted by medical consensus that Amer- 
ican women ingest between 1,000 and 1,600 mg. of caldum per day to prevent frac- 
tures or to reduce the incidence of such during the postmenopausal period: Elevated 
levels are recommended to compensate for ^e rate of bone^oss in women which 
may aU> compounded by practices such as high protein intake ("excessive''- meat 
eating), soft dnnk consumption, coffee drinking and cigarette smoking «*• " 
^ Women of all ages must be consdous abou'- meeting caldum^ requirements. The 
mt^ty of ones skeletal mass at puberty and youiig adulthood can influence the 
quality of bone at old age. likewise^ eating habits esliolished- when one is younger 
may influence later quahfy of bone and tiie eating habits carried^into the' later 
ye^. Osteoporotic diange can commence as early as age 85, resultmg in a person 
ott>5 having bones that are more porous and more easily broken. Fractures are 
costly in terms of hjunan suffering and expenditures for medical care. Every v-w 
approjomately 190,000 elderly suffer hip fractures. Twenty percent of tiiese lirions 
die withm six months of a hip fracture.* 

Green leafy v^etables, low-fat milk and milk products represent excellent sources 
Of calcium. Concerns about overweight among women in our sodety and the proba- 
ble frequent practice of accompanying a meal with a glass of diet soda or a cup of 
coffee rather than a glass of milk should be given attention. Perhaps, reducing meat 
consumption (whUe maintaming protein requkements), sofWrink intake and coffee 
dnnkuuf while refraininjgf from cigarette smokhig could serve to mfluenco recom- 
mended calcium mtake. Vitamm D levels are also ir »portant because vitamin D aids 
in the absorption of calcium from food. 

„-2?}® of physical activity in preventing bone loss has yet to be dearly defined. 
While definitive evidence does not exist to prove that exercise will prevent the dis- 
order, we know that a lack of physical activity hastens bone loss. Regular exercise 
that works miwcles against gravity serves to maintain and strengthen bones. Mus- 
cuiar activity has been demonstrated to increase bone mass in elderly as well as 
young persons.* *'^'* ^ 

Regular physical activity which involves weight^bearing exercise should be en- 
couraged for women throughout their lifetime as a possible preventive technique. 

CORONARY HEART DISEASE 

Cigarette smoking is a m^or risk factor for coronary heart disease (aiD) for 
women as well as men. Smokers have twice the risk of heart attack compared witli 
non^mokers. Seventy of nsk is related to the number of cigaiottes smoked per day. 
ihe association between cigarette smoking and CHD is particularly apparent fn 
young women, especially those not expressing a history of other risk factors.^ Its 
added importance in the presence of other risk fectors should be obvious. 

pr^te?nX1: j/ain^ Nut^27^584'^ ^ metabolism. I. The calciuretic effect of dietary 
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27-1793 ^* ^' Skeletal mass and body composition in marathon runne;^. Metabolism 
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Cigarette smoking is the most prevalent risk factor for sudden death resulting 
from a heart attack, Agai'^ it is significant as an independent factor, but it becomes 
especially significant when other risk factors arc present The American Heart As- 
sociation reports that smokers experience 2 to 4 tiroes the risk of sudden death 
(within an hour) afier a hftart attack compared with non-smokers. Six^-two percent 
of women dying suddenly from CIID have been designated heavy e^^okers defined as 
smoking more than 20 cigarettes per day.*® 

For thc«e women who have recently taken up the habit as well as for those who 
have smoked for many years, ceesaMon of smoldng cau reduce the risk of Heart dis- 
ease. Ten years aulter^uitting, those who smoked a pack a day or less, demom^trate 
a risk of death from CHD which is. almost the seme as if they had never smoked. 
One study suggests that those who stop coking before the onset of a heart attack 
experience no excess risk when compared with life-long abstainers.^* 

Diet has also been importantly associated with CHD. Though controversial, stud* 
ies relate the regular intake of lange.amounts of saturated fat and cholesterol as 
contributory to elevated blood lipid levels.^' The American Heart Association* has 
recommended a "prudent diet" wherein 30 to 35.per cent of our t^»**l caloric'intake 
is derived from fats. It is suggested that lees than one-third of these calories^be ob- 
tained from saturated fats while up to 10 per cent corns from polyimsaturated fats 
and oils. In order to make up for caloriea lost, vie fat restriction, complex carbohy- 
drate consumption should be increased to allow for 50 per cent of energy intake. 
Practically applied, these recommendations call for rn mcreased intake of « fruits, 
vegetables, legumes and whole grains, a reduced intake of high fat red meat; pork 
and organ n.eat and the use of unsaturated and polyunsaturated vegetable oils and 
margarine for table spreads, salsd dressings, cookmg and food preparation. It is 
noted that vegetarians in the VS. have been shown to have below average blood 
lipid levels and a lower incidence of CHD.»-» 

A program of regular physical activity should be encr/Oreged as H part of- one's 
CHD prevention program. The type of exercise which may protect against the condi* 
tion or improve the chance of survival following a I attack includes that requir- 
ing movement of one's body weight over a distance such as walking, stair climbing, 
running, cycling and swimming. Such activities should be engaged in 15 to 80 min- 
utes every other day. 

The functional capacity of the cardiovascular system may be increased and the 
myocardial oxygen demand decreased for any given level of physical activity with 
regular exercise of this nature. 

CANCER 

Diseases related to cigarette smoking may be referred to as America's most pre- 
ventable health problems. With regard to cancer, as with osteoporosis and CHD, we 
see cigarette smoking being a significant risk factor. Various cancers are associated 
with cigarette smoking. Women, too, are subject to the damaging effects of smoke. 
The first signs of significant concern for smoking-related disease among women are 
now beginning to appear. The delay in onset of disease and death significantly relat- 
ed to cigarette smoking in women, as compared to man, is related to the more 
recent onset of widespread smoking among females. Widespread smoking habits in 
women date to World War n rather than World War I as with men. We can expect 
to witness an increased incidence and prevalence of smoking related disesse as 
women who began smoking since that time period and who continue to smoke grow 
older. Risk for tobacco-related cancers increases with the number, duration and type 
of cigarettes smoked in both men and women." " 
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Lung cancer, aiUBally associated with cigarette smoking is now the leading cause 
of cancer deaths in men and women. The Ainerican Cancer Society indicates that an 
estimated 38,600 women will die of lung cancer in 1986, compared with 88,400 who 
will succumb to breast cancer.** 

Unfortunately, the decline in risk for Imvg cancer with smoking cessation does not 
decrease as dramatically as that for heart attack and sudden death. For those who 
have smoked 20 years, it takes about three years for an alteration in the risk for 
lung cancer to be demonstrated. Slowly, the reduced risk will approach that of a 
non-smoker 10 to 15 years after smoking has ceased*** 

The relative percentage of adult female smokers has declined over the past 15 
vears, although the decline has been leas rapid than that^for nialee.*^ The preva- 
lence of smoking lose among teenage females 10 per cent during^ihe last decac^.** 

Epidemiologic studies do not establish cause-and^effect but theyiraise sij^cant 
quiMtions about the relationship between dietaiyJactow luid canow.^^^ Diet, 
which is high in fat, calories and refined carbohydrates, while low in complex carbo* 
hydrates and fiber, may be related to the devdopment of- certain' ^pes of ^'cancer. 

While an exhaustive review of such studies ic beyond the scope of this presenta- 
tion, mention should be nuule of some information pertaining^to cdon and breast 
cancer International differences in fat intake have been rdated to colonic cancer. 
In contrast to Japan and Chile, where fat intake tends to be low and colon cancer 
less prevalent, countries such as the U.S., where fat consumption is high, reflect sig- 
nificant mortality rates for colon cancer. Mortality rates have been related to die- 
tary fat and oil consumption.*' Such relationships have also been reported^ for 
breast cancer. Investigations of Seventh-Day Adventists, who consume litUe animal 
products demonstrate lower colonic cancer mortality. Low intake of dietary fiber 
has also been implicated on epidemiologic grounds. 

Immigrant populations also provide us with some provocative material. Breast 
cancer and colon cancer is higher in the U.S. than in Foland or Japan. Yet, Polish 
and Japanese immigrants, after a short time in the U.S. demonstrate cancer rates 
identical to those of Americans. It is suggested that adoption of high calorie, high 
fat American diet is responsible for the changes in moriiidity and mortality.*^ 

Current khtwledge of the importance and role of diet in the etiology of cancer is 
largely based on epidemiologic data.'^ Some epidemiologic evidence suggests that 
diet may be correlated with more than half of the cancers in women and at least 
one-third of all cancers in men.** ** The breast, colon and stomach are especially sus- 
ceptible sites. Though these cancers often manifest themselves in later life, their 
pathogenesis may have begun much earlier. 

Dietary recommendations promoted by the American Institute for Cancer Re- 
search, based on work of the National Academy of Science— Commit tee on Diet, Nu- 
trition, and Cancer include:^' 

1. Reducing the intake of dietary fat in order that saturated and unsaturated fats 
account for 80 per cent of one's total caloric intake, 

2. Increasing consumption of fruits, v^etables and whole grain cereals. 

3. Minimizing intake of saltKJured, smoked or charcoal-broiled foods. 

4. Drinking alcoholic beverages in moderation. 

It is difficult to predict how healthy future cohorts of elderly women will be. How- 
ever, many lifestyle changes bear the potential to exert tremendous impact on the 
quality of life and the maintenance of vigor for tomorrow's elderly women. 
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Senator Glenn. Thank you very much, EUeen. That was excel- 
lent, a lot of good facts there. You've got to stop smoking cigars— 
that's for sure. 

I would like to welcome our next witness, Mrs. Ethel Mercer. 
Mrs. Mercer started practicing Yoga 21 years ago, at the age of 57. 

If mv arithmetic is correct, that makes you 78. Fm going home 
and take up Yoga, so I can look like you do at the age of 78 because 
you look 80 great Yoga is probably the form of exemseVtbat the 
average person across this coimtiy knows the least about It doesn't 
mean you have to go to India and sit on a mouhtahi top with a 
guru some place in order to do it properly* It's a series of veiy spe- 
cial exercises. Today, Ethel not only continues Yoga. uerdses, but 
teaches Yoga to others, both young and old. Mrs. Mercer teaches, 
classes at the Epworth Methodist Church, Unity Church and 
Toledo University. 

Different forms of physical activity have different positive results 
for a variety of people— some of us run, some ski, miany women do 
aerobics. Some of Mrs. Mercer's Yoga students, including women in 
their fifties and sixties, sent me t^timonials,* before ti^ hearing 
telling me about the good effects her Yoga class has had** on their 
lives. Health care experts say that Yoga helps to stretch and 
strengthen the body to reduce stress. Let me just say that hearing 
the personal stories of xirs. Mercer's students was very benefidal 
to my understanding of the merits of Yoga exercises. Fve never 
had the opportunity to do it I'm looking forward to hearing your 
comments. 

STATEMENT OF ETHEL MERCER, TOLEDO, OH 

Mrs. Mercer. Fm not a bit nervous, and I don't have any notes 
to read. So I'm just going to try to explain about Yoga. I wouldn't 
have been here if one of my students, Betty Geiser, hadn't written 
an article that ended up in the newspaper which ended up in 
Jane's lap. So Til do the best I can. 

Yoga is a unity of bodv and mind. A lot of us can't jog and jump 
up and duim and all those other things that are wonderfiu, we 
have to slow down the pace a little. Yoga is also stretching. Yoga 
takes care of you physically and mentally and emotionally* One of 
the most important things is Yoga breathing. The Yoga breathing 
is what you do all night long, and we do that m Yoga with each 
Asana's exercise, each movement 

The breathing helps you stretch more, it relaxes you. You get rid 
of your tension, and we work for deep relaxation in Pranayama, 
which is the science of breathing. It helps the circulation and helps 
the blood carry oxygen throughout your body. 

In our press meeting, Senator Glenn brought up the fact about 
prevention of all the things that happen to you, and the one I have 
right now was never diagnosed. I have osteoporosis. I take 1,500 

frams of calcium, and there are other things that you can do. You 
ave to go to a doctor, but that's what I'm doing, one of the things, 
plus exercise. Our bodies were made to exercise. So we have to 
keep on the exercise route. 

* See p, 28 for testimonials, 
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Now, if you will straighten your spine. Just sit up straight. ' ^ 
will make you feel better. Drop your shoulders and just relax yo^ 
face. OK. Now exhale and push your chin down to your chest. Tliis 
will be good for you. Drop your face, your chin and soften vour 
tongue. Soften all around your eyes and inhale and bring the head 
straight up and exhale and put the head back. Just drop the head 
back and put the jaw up to the ceiling. Til only take a minute. 
Bring your head up to center. Keep your shoulders down and bacK. 
Keep your bodv relaxed. Exhale,- put your head to your right 
slowly. Inhale, head up, exhale to your left; and inhale, head up. 

Did it relax you a little? I hope it did. The heart is a muscle, and 
exercise and nutrtion, as you heard before here today, is what we 
should all be doing. So I hope Tve helped get rid of your tensioas 
and relaxed you just a little. Thank you and Peace. 

Senato) Glenn. Thank you, Ethel. Thank you very much. 

As I mentioned in my opening remarks, Ohio was the first State 
to provide funding for each of its medical schools to establish geri- 
atric programs, and I am supporting Federal l^;islation to increase 
funding for research, education, and training in geriatrics and ger- 
ontology. 

I am very pleased to introduce our next witness, Dr. John 
McGreevey, who is Director of the Office of Geriatric Medicine and 
an assistant professor of general internal medicine here at the 
Medical College of Ohio. Dr. McGreevey is a relatively young 
doctor who takes a strong interest in what growing older means. 
He performed his residency in internal medicine at MCO, followed 
by a fellowship in geriatric medicine. 

I look forward, as Tm sure you do, to hearing from Dr. McGree- 
vey on the importance of providing education and training for 
health professsionals about aging and the health care needs of the 
elderly. Dr. McGreevey. 

STATEMEOT OF JOHN F. MC GREEVEY, JR, M.D., TOLEDO, OH, DI- 
RECTOR, OFFICE OF GERIATRICS, MEDICAL COLLEGE OF OHIO 

Dr. McGreevey. I want to thank you. Senator Glenn, for provid- 
ing me with the opportunity to give testimony today, and if any of 
you in the audience ever have a problem getting your nerve before 
you talk, it's very nice having somebody like Mra. Mercer take you 
through an exercise like that. It calms you down, and Fm probably 
the luckiest of the participants today to be following her. 

It has been a real advantage in Ohio having had the passage of 
the House bill. This will be— I think it's been 8 years since the 
House bill was originally passed without which I know I wouldn't 
have been here. Dr. Ruppert is the president here at MCO and was 
vice-chancellor of the Ohio Board of Regents and was in large part 
responsible for the fact that there are offices of geriatrics extended 
to each of the medical colleges. Originally, I think he talked about 
one center office, and it was partly due to his efforts that Tm here; 
and whatever things we've managed to accomplish, we thank the 
State of Ohio for providing us the backup to do it. 

We've talked about some of the health care issues and health 
care problems that the elderlv face today, and I think there are 
some recurrent themes that have come through this. Td like to 
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focus on what I see as three basic issues as a medical educator that 
we often have to face. 

The first one is that there are a number of chronic problems 
faced by elder Iv women that require long-term coordinated ap- 
proaches. I think that already has been stated and stated very wefi. 
Alzheimer s disease and other dementias, incontinence, osteoporo- 
sis, osteoarthritis and some that we don't like to talk about are 
similar problems. These are disorders that oftentimes we don't 
have a cure for, and we i-eally need to work on that But I think 
the two pomts that I'd like to make most is that their mfijor 
unpact IS not in the fact that they shorten lives— although they 
sometimes do that— their mcjor impact is what they do to a per- 
son 8 lifestyle and their day-to<lay activities carried on by people 
for years can devastate their lives. 

Alzheimer's disease provides the best example of that. You start 
out with a diagnosis that you're told is irreversible. All the infor- 
mation that we have about Alzheimer's is that it's imtreatable. 
Having faced that emotional problem, the patient and their family 
goes through a long course in which there are permanent looses. 
The basic physical needs need to be met more and more intensive- 
ly, and after it's all over, after the physical and emotional strain 
have occurred, then financial ruin foUowB close on the heels of that 
^scause of the needs these people have. 

That leads to my second mcgor poUt. Many of the health care 
needs aren t to be put in the hospital or have a bottle of pills or a 
diagnostic study but more in the care that these people need on a 
day-tOKiay existence and the support that the people ttiat take care 
of these people need to continue to take care of them. The group of 
people I'm talkiiu; about most here is families. As Representative 
Kaptur did, I had the opportunity to participate in the opening of 
the office of Alzheimer's disease support group loc€dly here. This 
has got to be one of the most courageous group of people in the 
world. They do somethmg that they get very little m return for. 
I m talking about the families that take care of these people jfrom 
day-tOKiay. You've all had experience dealing ^Wth raismg children 
and some of the frustrations. There are tlmm when it can be that 
bad and 'Worse for the Alzheimer's patients and their families. The 
families need to go and face this gradual decline. They give love 
and attention that often may be rewarded by reactions ranging 
from no reaction to violence. The emotional strain and the emo- 
tional support that these people need is impressive. 

A second issue that we as educators need to address is the re- 
sponse to ilbess and the response to treatment of illness. Many of 
the things that we do for or to elderly people are not necessarily 
good for them. A lot of the chronic problems we are talking about 
tend to deteriorate and worsen when we focus on an acute illness 
and, say, bring somebody into the hospital. Bed rest itself is hazard- 
ous to the health of anybody, especially to the health of elderly 
people. Most of the problens we're talking about this morning get 
worse when a person's put to bed rest. We need to, I think, develop 
new styles of managing and approaching the elderly patient. 

The third major issue I'd like to point out today kind of, again, 
follows logically^ from the first two, and this is that there needs to 
be an interlocking relationship that occurs between physical, psy- 
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cholc^cal, social and environmental factors in the health and well- 
being of the elderlv patients. Dealing with any one of these factora 
in an isolated fashion is an incomplete approach to health care. 
Thqr all must be dealt' with. 

miat things do we need to teach and know? Obviously, we need 
to understand better the normal aging process so that we can be 
aware of its inipact on health. ' . . . 

So that we don't assiune sometWng timt'sibeen- bro 
ready today, we must foster an apprqach\^ 
phasizes health pn>indtioh and maintenance instea 
ic, acute care. I tlunk ji^^ 

and reimbursement '^^in that Imw.^grown to 
the others. I think we ve done a yeiy. gcJod job^mfro^ 
developing ways of treating: acute ^illn«M and life*tKreatening ill- 
ness and that sort of thing but iwine Ibf^these dtiier pfcblenis that 
are a little less tangible and a Utl$gile& techni(»l,;weWgot to cope 
with and to manage. ' \ > ; ' " ^ ' , ' 

A heavy part of health promotion and health nlcdiiteniw^^^ in 
the example that Mrs. Mercer set fortti for you. The great:involve- 
ment that people need to take in their, own health care. and. their 
own hsalth niamtenance. There's nothing I comdMve dqne pxbb- 
ably if I were Mrs. Mercer's physician over the; last' 20, years that 
would have the impact on her health thaii.the jthing^ that she has 
taught herself to do and done for herself pver the last 20 years. 
That's very important. 

The final thing, the other thmg that we need to look at, is the 
fact that illness does put a person at riskjor decline. Dr. Metress 
mentioned the high mortality rate from hip fractures. THat/comes 
from all the things that happen^to a person when they break their 
hip, and they're put into a hospital bed, and they're immobiliaBd. 
There are a wide range of problems. There are very few.prbblems 
that don't get worse in the elderly when they're immobilized. We 
need to deal with that when we're providing care for ill patients. 
This is a very complicated kmd of care that. I'm talking about, and 
I think one of the things I would want to point out is that a lot of 
these issues are going to be issues that physicians need to address. 
A lot of these issues are going to be issues that other health care 
professionals need to address also. 

At various times, the expertise of physicians, nurses, social serv- 
ice people, phsyical and occupational therapy, nutritional services, 
rehabilitation services and all kinds of other services need to come 
into play, and we need to kind of learn to put our egos on the back 
burner and work as team members and keep the patients as a very 
vital and important member of that team. 

Finally, I think the last and most important concept we must 
teach is the importance of treating each person as an individual. 
For me as a physician or for medical students and residents, it's 
really easy to stereotype. We see more of the ill, debilitated s^- 
ment of the elderly population, and it becomes too easy to believe 
that this is the norm. We have to teach and learn otherwise and 
remember that even when our answers may not yet be si^fRcient 
that all of our elderly patiente have the right to be listened to and 
evaluated carefully. Thank you. 
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C;enator Glenn. Dr. McGreevey, can you tell me a little bit.more 
about the Alzheimer's Disease Support Center that recently 
opened? 

Dr. McGreevey. Most of the work in that office, is done by the 
Alzheimer's Disease Support Group, which we at MC!0 have sup- 
ported. Our support is a small fraction of the time and enez^ put 
m by family members involved with taking care of and dealing 
with, Alzheimer's patients. T . 

Senator Glenn. That's mainly a support group and not .a re- 
search group? ' 7\ 

Dr. McGreevey. That's more for support and education of fami- 
lies. The major, local research is being earned out by Dr* Dol^.df 
the neuroscience department. . " /I . 

Senator Glenn. That's one of the more insidious things. I doii't , 
know how much you've been involved with it. I got jinteriartedviii, 
this issue some time ago, and the research has done a.lot of thin^^ 
just in the last few years. Because I think we've just realized what.. 
Alzheimer's disease is and are growing closer to being £j)le^tp diag- 
nosis it now. Diagnosis of Alzheimer's is one area where we dp not 
know a lot about, and I hope we can get additional resewch money. . 
It's such an insidious thing. I know we don^t waii^ to spend our 
time talking about Alzheimer's, but it's a particularly difflciilt one 
to deal with. Mrs. Johnson, I see you nodduig your head. Does your 
group get involved in that? 

Mrs. Johnson. No. We don't. We simply give support to the Alz- 
heimer's care givers and victims. We have several support groups 
in the city of Toledo. 

Senator Glenn. On letting medical students get involved with 
problems of the elderly and getting into gerontology— do you have 
a problem getting students started in this area and wanting to 
make that a lifework? Because it's something we're going to have 
to be thinking about getting more people into. 

Dr. McGreevey. I think there are a couple of problems associat- 
ed with that. I think that it's traditionally viewed as a fairly de- 
pressing and discouraging field to work in, frankly, and I think 
often times there are other fields of medicine that are seen as 
being probably more exciting and even more heroic. Even if you 
look at the models for physicians that we see on television, you see 
people that are dealing with life-threatening and acute situations 
and, you know, performing near miracles. 

I think one of the problems that we face is we've not taken steps 
to combat that image, so that chronic care in general is a little 
hard to recruit people for and pay for. What I've seen as probably 
my biggest job or the most important task that I have as an educa- 
tor is not so much to turn out so many ntunbers of geriatricians or 
gerontologists but to try to insure that family practitioners, inter- 
nists, surgeons, psychiatrists and other practitioners have an un- 
derstanding for the problems of the elderly because I think in the 
future and for a long time to come these are the people that are 
the primary care physicians for these kind of patients, and these 
are the people that need to address the needs of the average geriat- 
ric patient. I think that resource centers and consultative services 
need to be provided for really complex and special problems, but I 
think everybody who's going to take care of adults is going to have 
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to have some skills and some knowledge about geriatrics whether 
they're a geriatrician or internist or family practitioner or what- 
ever. We do try to make sure that everybody going through our 
curriculum gets this backgroimd. 

Senator Glenn. You have required courses for every medical stu- 
dent going through? 

Dr. MdGrRJBEVEY. Yes. We have a required course in the second 
year of medical school, and we also have a required residency cur- 
riculum. This is in the firsts year of our program. There are addi« 
tional courses for interested students and;r^iderit8. 

Senator Glenn. Mrs. Johnson/ one thing that'hafin't reially come 
up in the testimony vtoday is alcohol and substance abuse, drug 
abuse. Pill abuse causes problems for some older women in particu- 
lar, and according to some of the studies that weVe luid some infor- 
mation from, usually those most vulnerable to this dif&ciiliy are 
those that live alone. They may be depre»S€$d by low income. They 
are also sometimes low from being widowed. Are they able to.enter 
treatment programs, or do you try to help these people; or what 
can be done in this particular situation? ' 

Mrs. Johnson. Senator, we do try to help individuals, and, in 
fact, one of the very exciting pr(^ams that my office has initiated 
in conjunction with the sutetance abuse program here locally is a 
preventive program that will provide prescription drug education 
to the older citizens throughout Lucas County, In fact, we' Imve 
hired a retired pharmacist who goes aroimd and provides medical 
education and information as well as counseling to older citizens at 
the various senior citizen centers, the nutrition sites, and Tm ex- 
tremely pleased that through his efforts he is going to coordinate 
with the local pharmaceutical association to further expand efforts 
and reach more older citizens throughout Lucas County. So we do 
realize this is a very important problem. We are extremely con- 
cerned and have taken local initiatives to begin to deal with that 
problem. That's just one approach. There are many other commu- 
nity efforts that are initiated by other community health centers as 
well. 

Senator Glenn. Dr. Metress, you talked about osteoporosis. 
That's a concern I think of almost everyone, including Mrs. Meiwr 
on your left. Mrs. Mercer, how did you know that you had osteopor- 
osis? Did a doctor diagnosis this? 

Mrs. Mercer. I went out to San Francisco last uummer, and 
there were doctors from all over the world; and they came to study 
with Iyengar from Poena, India. He is the most famous yoga teach- 
er. There were some American doctors there, and I was used as an 
experiment with everything that could be wrong with a person my 
age. I guess I was the oldest one there. I was with 700 people doing 
the Asana's, exercises, and they hftd different tests; and they told 
me I had decalcification of the b/Ones. So that's the same thing I 
guess. As soon as I got back here, I went to a doctor, and it was 
verified. 

Senator Glenn. Osteoporosis has been sort of a little special in- 
terest for me, I guess. Because or some of the early space flights— 
and I won't try to get off into discussion of space—they found 
that, not on a flight that was as short as mine, which was three 
orbits, but that on a longer period of time, when they made some of 
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the measurements that they found a 12-percent reduction in bone 
calcium just being in space. Apparently your body is a wonderfully 
sensitive organ in that it senses that it no longer needs the saine 
skeletal space once it realizes tiiat you don't need thef weight.. It 
just starts sucking it off the bones. In that case, they^could reverse 
this trend or modify it by vigorous exercises several times a day on 
a r^ular basis. That, at least, would indicate that r^ular exercise 
is a wonderful antidote to osteoporosis. ;Eile^^^ that,, or 

do you have other sdentific^evidence to bac^^^^ t * I 

Dr. Metress. As you've indicated,rTOmeiyery^ 
done with astronauts and-the weightlessrie^^ 
to an osteoporotic state. Likewise, we s<^ pMi)|e.^wh6 
sarily older but who mav have become ini^'padtated. /Il^ 
have developed "disuse' osteoporosis from a -lack of 'tactivify. 
Indeed, we do find that the r^ular exercise tblat-Senatbr Glenn 
spoke of helps to improve people who have incurred something of 
this nature. It does help with elderly people as well as with others 
who have developed some bone loss. 

Senator Glenn. One of the most common difficulties with the el- 
derly is that you fall and break a 1^. How many times have we 
heard that somebody's in the hospitcu with a broken hip? I don't 
know how many baskets of flowers I've sent to hospitals Jtor elderly 
individuals or candy or ^i^hatever it was we sent. But somebody fell 
and broke a hip; and that's so conwnon with osteoporosis, and 
that's lack of calcium in the bone. If we could just exercise, we 
could reverse this trend. I hope everybody goes home and goes on a 
good exercise program. How about nutrition in that area? How im- 
portant is that? 

Dr. Metress. Nutrition is extremely important. The World 
Health Organization has recommended a dietary intake of 400 mil- 
ligrams for calcium, and, as we heard earlier, in the United States 
the present recommended allowance is 800; and it's been suggested 
that in women it be between 1,000 and 1,500. 

Senator Glenn. Can it be recalcified?. 

Dr. Metress. Once we've lost a significant amount, we cannot re- 
place it. We can help slow down the process. The disparity in these 
f^res is important because it illustrates the significance of exer- 
cise, cigarette smoking, caffeine intake, et cetera on the quality of 
bone and calcium stores. In other words, increased calcium intake 
may be recommended in part to compenrate for lifestyle factors 
that influence calcium stores. 

Senator Glenn. We've been at the studies long enough to know 
that the elderly should start exercise programs, and it may have a 
benefit as osteoporosis goes; but are we dealing with joint problems, 
ligaments? 

Dr. Metress. That's a very important point. We'ie at the genesis 
of research and have to have caution for practically applying these 
recommendations. Exercise is important, but it shomd be within 
limits. Also, it may need to be under a physician's direction. For 
instance, we talk about bike riding as a very good form of exercise 
with respect to osteoporosis, but this is not something that we 
should automatically recommend for all older adults. Hitting pot- 
holes in the streets and cracks and bumps could literally cause a 
spontaneous fracture in the already calcium-compromised spine. 
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Exercise doesn[t have to be rigorous in order to be helpful. It need 
not put an additional, undue strain on joints. 

Senator Glknn. Tve been reading some of the different books on 
exercise and so on. Most doctors or sports medicine people also in- 
dicate that just plain flat getting out and*.walking andf waUdiig 
swiftly and fast as you can walk.comfortably to get the. heartbeat 
going— is about as good an exercise as anybody 'can possibly: have. 





inteniist. Do you a»ee with that? . . . 

Dr. McCrebvey, Yes* I think^^ . 
ies that have been done on osteoponwis and niu3cle atebphy is that 
it doesn't take a whole lot of really vvigoroiis exercis6.:to help 
combat these problems. Things like walking^, or stationanr bikes to :^ 
get aroimd some of the weather problems, can be very helpful* You 
don't have to go work out with Nautilus or put youraelf tiifough ?4 
pain to do the amoimt; of exercise necessary to m^iniflip^^^mlj^cle 
tone. Even a mild exercise program like walldhg,: as 4dng, afi^^^ 0 
done consistentlv, is good, and I would just underscore' wMtVthe M 
other panelists have said about exercise anii iiutritioh,, tHat 'they . 
are a preventive factor to osteoporosis. I think prevention is what 
we're trying to stress. ' ^ 

Mr. Janis. I don't have any questions, but I would like to make a 
comment. It will be brief because I note that we're right on sched- 
ule. ^ f 

First of all, I think that you should note that the most important . 
thing to bear in mind with respect to all that we have been hearing - 
this morning is do things in moderation; nothing in excess. That's \ 
the secret to long life. ^: 

The other thing, is that the entire emphasis has been on preven- 
tive measures* You have no idea what a job I've had the last 20 
years to get senior citizens to recognize the importance of exercise, 
the importance of preventive measures. As you know, Senator, 
Ohio is the only State in the Nation that mandated that our medi- 
cal schools have offices in geriatric medicine. Tliis program has 
been in effect for 7 years and results are being achieved. t 

As Dr. McGreevey has indicated, progress is being made in this .5 
important area both in the medical schools and with practicing 
physicians. 

In addition, Senator, the development of senior citizen centers 
represents the best mechanism for the dissemination of the kind of 
information that has been so well presented at this hearing. 

My last comment would be that if tWs hearing is going to be suc- 
cessful—and certainlv the panelists have more than done their 
part to at^sure this, then it's up to those present to do their part, 
and that is to go back to their communities and get involved and 
let older persons know that the secret of the "quality of life" as 
you grow older is to adopt thcwe preventive measures that have 
been so well presented here today. 

Senator Glenn. Thank you. Mrs. Mercer, one other question. 
Does your husband also practice Yoga? I understand he's 78 also, 
and I want to see hun get that 110 where he will catch up with 
you. 
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Mrs. Mercer. I have to tell you the truth. The first Sunday that 
I went out the door to go to learn about Yoga, he said, "Where are 
you going, out with all those other kooks?" But I went anyway. 
When he has seen how I try to relax myself— he has done my 
typing, l.c^ has helped me. You wouldn't believe it. The other night 
he came home, and he said, *1 wish you would help me with some 
exercises. My knees are so bad I can hardly walk." So I got him on 
the floor with his feet up against the wall and worked on his knees. 
Yoga is getting rid of tension and doing deep relaxation. 

Senator Glenn. Where did you get interested in Yoga? 

Mrs. Mercer. I was a physical education teacher, and then I got 
married; and it was quite different than teaching physical educa- 
tion. 

Senator Glenn. Tm not going to touch that one with a 10-foot 
pole. 

Mrs. Mercer. So I was depressed. 

Senator Glenn. I tell you seriously that was the other question I 
was thinking about asking you, and you already touch^ on it in a 
lighter vein here; but in your case, as I underatand it, you be^an 
practicing as you were suffering from breathing difficulties? 

Mrs. Mercer. Yes, I did deep breathing exercises. Good breathing 
opens the thoraxic area. It strengthens you if it is done correctly. 
You do it during the day to get rid of tension, and to calm the 
nerves. Tm sold on Yoga because of what it has done for my life. 

[The following testimonials were subsequently submitted for the 
record by students practicing Yoga with Ethel Mercer] 

I have been doing yoga for 9 years. Yoga breathing relieves tension and stress for 
me. Yoga has helped my circulation, posture, and raised my energy level. Yoga is a 
tonic for both the body and the mind. I am 65 years old. 

Dorothy M. Bearss, 

Toledo, Ohio, 

Hatha yoga has traly saved my body and my mind. When I started yoga in 1976, 1 
was unable to bend or move or even laugh. Today, I am 62 and an ACTTIVE "old 
lady'* due to my Hatha yoga classes under the guiding inspiration and patience of 
my teacher, Ethel Mercer. 

Edith Frankun, 

Toledo, Ohio, 

Yoga has helped me to stay flexible and in good health. At 54 I am in top physical 
condition with high energy and endurance. I have endured a great deal of stress. I 
cling to the yoga breathing and the exercises, as that is the one thing that keeps me 
calm and in good health. 

I feel that yoga has helped me in more ways that I can measure and Vl\ always 
stay with it. 

Laurie Hostetler, 
Grand Rapids^ Ohio, 

When I was a businesswoman, part of my job included filing. After sitting on a 
typing chair for the number of required hours, the filing in the lower drawers 
became rather tiresome. I began with the stretching discipline of Yoga lessons. Now 
that I am eryoying retirement, I like to continue the discipline of Yoga for my con- 
tinued good health. 

Frances E. Qtey, 

Toledo, Ohio, 

Yoga has done for me what baseball has done for the Tigers— put me on top! 
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u}Jt^\ ^f^^' an<^ ?m usually in a good' disposition after a session. Vtwa 

has helped me relax and meditate. Ethel is an inspiration to do better^ch-time I 
come to a Yoga class. • ' • 

'•Kfe KiErafe, . ,■ 
■ ^ -' f ToUdo, Ohio.-.;: ,^ 

Senator Glenn. I know we>e" beginning to get behind'time. We- « 
have to get on to the next panel here so that don't get lbo>& ' 
behmd. If there are just a couple of questions from' the audience, I 
would hke to provide some time. If you have any question^; Td be 
glad to take them. j. ' . -v -i.^ . .. ^ 

Member of the AuDiENck/Calcium, is that equivaleni— I ^was- 
told to stop drinking milk. In fact, I have read in other situations 
where people over 40 should no^" drink milk. I cheat bh 'that .be- " 
cause I love milk. '*".*" ^ " * 

Dr.^ Metress. The concern with dairy products is the jfet content., 
bo Its recommended that low-fat products be ingested; Low-fat - 
milk, skim milk, low-fat cheeses, rather than -the harder high fat 
cheeses are recommended. The recommendations that are made • 
with regard to curbmg dairy products are really made in, that vein, , 
It we consume the low-fat products, there mayibe less risk of cer- 
tam other chronic diseases related to a high-fat diet. 

Senator Glenn. Are calcium pills just as absorbable as milk?' • 

Dr. Metrks. That's a good question. We don't have a lot of re- 
search that has been done dh calcium supplementation. Although 
supplementation is recommended, we^'^o neied studies. A new study 
mdicat^that unlike supplements milk does not suppress bone re- 
newal. The calcium supplement studied was found to suppress the 
natural bone remodeling rate by 25 to 30 percent. ■ " 
^nator Glenn. Dr. McGreevey, do you want to comment on 

Dr. McGreevey. There's only one comment I'd like to add to 
that, and that is that in the last year or two that there has been 
evidence suggesting that a substantial number of people with osteo- 
porosis may also be sufferbg from a vitamin D deficiency, in some 
cases up to a quarter or a third. Whatever calcium supplementa- 
tion you take should contain vitamin D in it. 

Dr. Metress. With respect to that— I'm glad he brought it up. Vi- 
tamin D 18 extremely important along with calcium supplementa- 
tion. Calcium absorption requires the assistance of vitamin D. A de- 
ficiency of this nutrient will decrease calcium absorption. However, 
It is possbUe to suffer from vitamin D4<jxicity when too much of 
the substanc^ is mgested. Consumers of supplements should guard 
against too little vitamin D as well as too much. With r^ard to 
daily products mentioned earlier, mUk is commercially fortified 
with vitamin D and, therefore, represente not only an excellent 
source of calcium but of the vitamin necessary for its absorption. 

Member of the Audience. Like Franklin Roosevelt, he did a lot 
ot exercise m water. I would see that followed through ir the 
senior citizenB to make their varicose veins work better, and it " 
would probably help the bone structure. 

Senator Glenn. About that comment about Franklin Roosevelt 
owimmmg, is swimming recommended? 
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Dr, Metress. Swimming is .*ui excellent fonn of exercise with 
regard to'the cafdiovasculiar system; However, it doesn't seem^to do 
much ^^th i^wrd to osteoMrosis. . , 
. Mrs. Johnson, I think later in the afternoon there is a panelist 
who will talk: about, the aquatic pix^ram initiated hei^e in tucas 
County, ydth the various YMCA's. So there is a prograni locally,^ . 
and Tin siiire you will get some testimony oh thatv"" . ^ 

Senator'GiJENN. I think that wiU^be^from Deamiet Danischrode^^^^ 
Any niore' (questions?* ^ . . '4 j^t^ i'"* 

Member of the Audience. Mvifolks tejoght ^i^^^ 
young that J shoidd 'stand up aSid give my cnair to a^oman. An- 
other reason that I may be^livingjdhger would tKatTnf s^ 
ing up now. My question, Senator Gleim, .is w the^^Hoc^ 
row I m going to Globe Scone which is a national .M^mbly of^ 
cerned people. Senators and others will be there taking lBui)6utven- 
vironmental issues and the price that you haye^sto pa^ to haVe 
clean car, clean water and clean living. My question, Doctor, is to 
what extent are you finding in— dealing with toxic materials affect- 
ing people's health today, and in terms of Mure concerns/ isn't 
that one of the mcyor concerns about what's happening" to pur air, 
water and our lifestyle in terms of tojdns that are being more prev- 
alent in our society?, , \,: ^ 

Senator Glenn. Let me state the question so that everyone 
knows what we're responding to. The question on environmental 
concerns and how important they are and how much toxic materi- 
als coming into our environment are affecting us now and will 
affect the elderly in particular. Is that a fair statement? 

Member of the Audience. Yes. ' ^ 

Dr. McGreevey. I'm afraid T don't have a lot of specific informa- 
tion on that other than some of the toxins that have already been 
mentioned this morning such as cigarettes, alcoho|^and seme of 
those things. Obviously this is a question that deserves further 
study because this is something that has an accumulative impact 
over several years, and you would expect it with increasing age to 
be more of a problem; but I really don't have real specific informa- 
tion on specific toxins and what impact they have. I don't know if 
any of the others do. 

Sepator Glenn. Any other comments? Do you know any more 
Eileen? 

Dr. Metress. Today we have stressed the role of individual re^ 
sponsibility for disease prevention. Although individual behaviors 
such as re^lar physical exercise, smoking cessation and diet are 
extremely important, we must not ignore exposure to environmen- 
tal substances that may be beyond an individual's control. Individ- 
ual behavior and societal-action mu&t go ht ad in hand. Regarding 
cancer, we do have statements coming from mflgor groups in the 
United States which indicate that 80 to 90 percent of all cancers 
may be environmentally induced. The cumulative eifects of that ex- 
posure may be very important with r^ard to the appearance of 
cancer in older adults. Exposure to carcinogens and toxic sub- 
stances must be considered with respect to their possible effect on 
changes or diseases that are manifested with age. We need more 
study on intrinsic age changes as opposed to those which may be 
environmentally induced. 
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Senator Glenn. The -questions from the audience, have been 
better than the ones on the platform. Tm sorry that we won't be 
able to go^ead with more questions. We are already 10- minutes 
behmd. I thmk if we shorten up our break period, we'll try to take 
up agam at 25 of the hour. j ^ 

[A brief recess was taken.] 

Senator Glenn. Thank you yeiy mucKf I think we have"^ an- excel- 
lent second panel here also. I thought thiat first one was very inter- 
esting. I appreciated theur efforts very, verylbuch. The seaind part 
will focus on technology and aging, -arid' we^ have seine excellent 
people here. We^ave Bob Harootyan; Ray W. Giffoni of the Qeve- 
land Umic and Deanne Damschroder of the NorthwMt Ohio^ Chap- 
ter of the Arthritis Foundation. We'U hear from Robert Harootytm 
tirst. ' ■ ' . <iv,- f-- 

^5^55^^^,^ ^ analyst at the Office of Technology As- 
sessment (OTA). Its the ret2arch agency of the Congress, and he 
specializes m policy-relevant research in the epidemiology and de- 
mography of aging. Mr. Harootyan recently directed' the OTA 

ofTechnology and Aging m America'*^ and is currently di- 
OT^s assessment of 3'Ljfe^ustaining Technologies and the 
Elderly. Thats really the forefront today. We see organ trans- 
^1°"^^ The artificial heart transplant has been 

the fifth one m 6 weeks. He's looking into life-sustaining technolo- 
gy m the elderly, 

Mr. Harootyan holds degrees in biology, sociology, and demogra- 
phy from Clark University, Purdue University, and Cornell Univer- 
sity. HiB 13 years m the field of agmg and gerontology have includ- 
ed positions as deputy director of the San Francisco Development 
l^-und Mid its program of home equity convension- for thfe elderly, 
associate director for research at the Western Gerontological Socie- 
ty and special research analyst for the California Department of 
Agmg. 

Since I was one of the Senators who initiated the OTA's "Tech- 
nolo^ and Agmg* study on which Mr. Harootyan served as project 
director, I have a particular interest in hearing his testimony 
today. Mr. Harootyan, we appreciate very much your coming and 
seemg us from Wasliington. We look forward to your testimony. 
It s a pleasure to have you. 

STATEMENT OF ROBERT A. HAROOTYAN, WASHINGTON, DC, 
OFFICE OF TECHNOLOGY ASSESSMENT 

Mr. Harootyan. Thank you. Senator Glenn, for the opportunity 
to participate m tlus important hearing. I preface my remarks 
today to state that the opmions I express are my own and not neo- 
^nly those of the Office of Technology Assessment, its Board or 
the advisory panels that assist us at OTA. I'U try to summarize 
part of my prepared remarks to avoid repeating the information 
that was provided by the first panel. 

I would like to emphasize a few aspects of the demographics of 
aging that were not mentioned earlier. Today there are already 5 5 
mUIionmore women m the Nation than there art- men aged 65 and 
older. That large difference will contmue. Currently, females have 
a life expectancy at buth that is IVz years greater than males, and. 
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at age 65» that advantage is 4 years. This trend will undoubtedly 
continue into the foreseeable future, although the most recent data 
indicate that the rates of change in life expectancy between the 
sexes are becoming more similar. 

I have a special mter^ in the demography*of aging. I agrep^with 
Senator Glenn's earlier remarks about ^he/^neeo, for-^ to 
look beyond the. next budget^crisis br^the ncbdi'8,^y perhajps 
the next election, and;;jtha|f^e,m 

term inxpacts of theseydempgrapliic^ I 
foresee in the , next fe^ de^as^a^new^era 
provement of the elderly. Mcei'^pf t^^ 

ancy at birth that we can antidpa^ hfli^already^o^ We will 
not be ablo to reduce significantly mpn^ ^tHe^death rates of ^ the 
newly born and infants.! During the last jSO years there have been^ 
great strides in reducing infant mortality; but;:the:Pmted States^iis 
not ranked the best in the ^wdrld. Rather, the United. Staiies isrlSth 
in the world. But because the amount of additional rdiuction that, 
can occur is limited^ the. impact on life expc^f^tancy at birth will also 
be limited. However, at the other end of thie, age spectrum there is 
an unknown d^ree of improvement that'can occui:. It is feasible 
that many more years can be added to life expectancy at age 65, 
75» and 85» depending on what kind of technologies are developed 
in the future. 

It should also be noted that more than one-half of the total gain 
in life expectancy at age 65 since 1950 has occurred in ,the last 12 
years. 

It appears that we are entering a new stage where life expectan- 
cy for those aged 65 is dramatically improving. The applications of 
biomedical research and technolc^cal changes will help to push 
the longevity of older people even h^her. Although demography 
can't predict what the changes will be, well-informed projections 
can be developed on the basis of past trends. But we have generally 
underestimated the advances in life expectarcy and the propor- 
tions of people who will live into old age. That's why I see this as a 
great challenge. As Senator Glenn noted, the baby boom generation 
will be reaching the older ages during the same period that the^ 
notable advances in longevity are likely to occur. 

Because of technological advances during tliis century in health, 
sanitation and hygiene, there has been a great reduction in the 
prevalence and severity of infectious diseases. With the introduc- 
tion in the 1940's of antibiotics and new medical technology since 
the 1950's and 1960's, we've been able to add considerably to the 
length of life and, hopefully, to the quality of life in old age. But 
given current information about health and the incidence and 
prevalence of chronic and acute diseases, these added years have 
not necessarily meant added quality of life. Currently, and for the 
next decade or two, it appears that the number of added years in 
life expectancy will not be equaled one-on-one by added years of 
good health. That is^ why the earlier presentations were go signifi- 
cant. The message that each of us is trying to put forth today is 
clear. There is a great deal that both the inoividual and society can 
do to improve the odds of having good health during the added 
number of years that are prospectively in store for all of us. 
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In terms of applying medical knowledge and health care knowl- 
^ge, we ve done very weU in dealing with acute episodes of maior 

SL'^T^- ^¥ 15 leductioM in death rates 

among the elderly have been due in part to the abiUty to promote 
survival after heart attacks and stfokST • 

These life^virig advancements, while so beneficial, have helped 
create new dJemmas concerning the prevalence of chronic diseas^' 
among the elderly. These conditions incfease^dramatically in the 
onS,ofc*fe^ ?r\ 8f j¥eoartlmti8/for;instance7aff^ 
one-half of the elderly popidation, based on self-reporUl And if x- 

on^nvfffiS^" °^ ^ ^h^^ P^f^^' y°^'^ find thl?alm66t every, 
one over 60 has some chmcal evidence of osteoarthritic cofiditioM. 
Ihe very old, 70 percent of whom are women, have ihuch Higher 
prevalence^of chrome conditions and functional impairments. In 

fi^ 7^? ^5 ^® "^^^ ^^'y than persons aged 

65 to 74 to suffer from chrome conditions that impair their abifity 
fuJht Irr^- task, whether it be preparing a meal, walking up a 
dSy arti^S' bathmg, dressing, or other types of basic 

iQM*^^ ^^^^ P"* t^ situation in national perspective. In 
ot the 26 million non-institutionalized elderly who lived in 
the community, 2.3 million needed help in some tyi4 of activity in 
their daily hves. And 2.7 miUion older persons required assistice 
in what are called instrumental activities, which include tasks out- 
side the home, pnmarUy getting to the grocery store, trips to the 
pereonaf SS^^ finances, a variety of things that go beyond basic 

Aside from these types of dependencies, national survey data in- 
dicate that about 34 percent of older persons have lunitations in a 
m^or activity, be it work, m^or household chores or some other 
•¥ "^f^^. ^ The longer you Uve, the much 

higher your risk of functional unpairment from chronic conditions. 
Are we doing enough biomedical research and 'levelopment of com- 
munity support services for older people to help reduce the nega- 
tive effects of these trends? I think not ^ 
i« * u^'i''® talk about technology in many ways. We talk about 
low technology and Wgh technology. We talk abbut soft and hard 
technologies. Soft technology alludes to areas such as biomedical 
research and improved organization of long-term care services. In 
tois sense, technology is not just hardware. It includes the process 
Pl^^^\^^-f <*eve«)ped. For instance, increased knowl- 
edge about the mobility problems confronting people who are dis- 
abled or paralyzed has been applied to improvements in wheel- 
chairs, bo weve tned to understand and to bridge the gap between 
the end product and the process by which we leam what kinds of 
products and services are needed. 

My prepared statement focuses on three types, or groups, of tech- 
nologies. One type IS therapeutic or prosthetic technology. These 
f!ln<li?nnfc^ ^'^ff ^^e place of a particular 

bSt e^lJfe ^ "*<*^^<*"al has lost. The "wheelchair is probably the 

"Hie second group includes telecommunications and electronic 
technologies. These are bemg developed very rapidly, and their ap- 
plications can assist us in our daUy lives. A current example is pro- 
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grammed cable television systems that are increasingly common in 
many communities. 

■The third type is life enhancement, assistive and convenience 
technolc^es. This group relates most closely to o3r discussion in 
this second session. These are technologies that help, in one way'or 
another, individuals remain independent. They add to or enhance 
the individual's ability to undertake certain*:tasks in jfie cominuni- 
ty. Besides hard technologies, however, support servic^ in the com-. 
munity are a fundamental need. An oiiganized sjrstem for providing' 
some kinds of teclmologies md moist, types of supportive services 
must be available at the cornmunity level. i ; 

The problem of functional impairments and need for assistance » 
are far more likely to occur wnong older women than older men. 
One reason is that the need for some kind of formal support serv- 
ices or assibtance is directly related to the lack of individuals at 
hand to help you. Older women comprise four-fifths of all single^ 
person oider households. Although women have the advantage of 
living much longer than men, they also have the risks of widow- 
hood that accompany the advantage in longevity. About 69 percent 
of all women over age 75 are widowed. / mcng men over 75, only 
about 22 percent are widowed. Thus, the vhikB of impairment and 
need for outside assistance are much greater for older women, and 
that's one of the reasons I think this hearing locuses 6n these 
issues. 

Technologies in the home can help ameliorate sothe of these risk 
factors to promote independence. Life enhancement technologies, 
as Fve grouped them, can enhance the independence of older 
women and reduce the lands of limitations attendant to living 
alone. Assistive technologies can include very simple and inexpen- 
sive devices, and I believe you'll see some of them in another pres-> 
entation. They include items such as grip enhancers and jar open- 
ers, which ameliorate the limitations and reduced ability to grip 
things a^ people age. 

There are also more complex devices. An electrically-driven chair 
lift is an example for people whose mobility is impaired and who 
live in two-story homv^. Chair lifts are very expensive and not 
readily affordable by most elderly people on limited incomes. But 
such devices would reduce the need for personal assistance for 
these elderly persons. It is estimated that 2.6 million older people 
have problems using stairways. So this kind of technological assist- 
ance can have some impact in promoting independence and safety 
for some elderly persons. As the private sector becomes more 
aware of these needs and the market for such devices, more prod- 
ucts will be developed and advertised to be adapted and used in the 
home. 

Safety is a very important issue that has received only limited 
attention witii regard to using technologies in Che home. An impor- 
tant example of the safety issue is the physical vulnerability of 
older people from accidents. The elderly are far more at risk of 
severe and debilitating effects from different kindfe of accidents, es- 
pecially falls in the home. It is not generally known that elderiy 
persons account for about 70 percent of all deaths from falls. That 
kind of statistic should attract our attention and concern, because 
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many of those deaths can be prevented or the n^ative effects of 
those falls can be notably reduced. 

The most important thing, as Senator Glenn said earlier, is an 
ounce of prevention. A lot of simple technolc^es can be employed 
to promote safety at home. Grab b^ are one.of the best and least 
expensive additions for safety in bathrooms. Non-skid, stair treads 
are especially good for going up stairs where a lot of slips occur at 
the "nose" of the stair tread— thfe front part of the step— resulting 
in a foi:ward fall. A brijihter color at the edge* of, the stair tread 
makes a,great difference in abiUty.to see the.edge'of the^sta^ tr^d 
when descending the staire; The greatiwt problem, for older people 
who have limits vision and limited mobility is overstepping a siair 
tread on descent. That's the main reason for falls when d^cending 
a staircase. 

These are adaptations that people can apply in their home vrith- 
out high cost. They help elderly ^persons prevent some of those 
problems that can lead to ,death or severe impairment. In fact, of 
those older persons who do survive a, fall, 15 percent never r^ain 
full mobility or ambulation. 

When an accident does occur, especially/when somebody lives 
alone, an additional problem is tliat help is not immediately avails 
able. Teleconmiunications, the electronic technologies I discussed 
earlier, can help m that r^ard. A variety of alarm systems are 
now available that can be helpful. The best known is a system 
called "Lifeline," but a number of others are coming on.the market 
for varying costs. The cost usually involves a monthly fee that will 
allow you to install and attach the device to your phone. That's the 
most common type. It's an alarm system that, when activated, 
automatically dials a central monitoring station, often located in a 
hospital or senior center. The monitoring staff will in turn try to 
call the individual from whom that signal is being received. If 
there's no answer, they immediately call the emergency services. 
Efficient monitoring of such accidents in the home or the onset of a 
heart attack is fun'iamental, because it helps assure that assistance 
is promptly received. 

There are a variety of other electronic technologies that can be 
applied for home safety. The alarm system I've described is but one 
of perhaps 20 that are available. Other safety problems include ap- 
pliances that are left on that create fire hazards. Among the elder- 
ly, fire safety is the second mort important aspect of reducing the 
risk of death from accidents. Irons that are left on, for example, 
are a magor cause of fires in the home. Now available are newly 
developed irons that will automatically shut off if left on in one po- 
sition for a predetermined time period. Also, some will automatical- 
ly shut off if tipped over. Anything that reduces risk of fire is an 
advantage in reducing risk of death from accidents among older 
persons. 

More complex technologies can be applied to create the ''smart 
house," or the "computerSed house," in which some housing devel- 
opers will retrofit the electrical system of the house with sensing 
devices that monitor major appliances and the heating and air-con- 
ditioning systems to assure they are working properly. T'^is can be 
programmed and is not terribly expensive in new houses. 
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Some other new technologies include in-home video programs 
and telecommunications through coble television. It is. important to 
note that studies and demonstrations show that older people are 
just as likely and willing as younger people to use personal comput- 
ers and interactive telecommunication cn^ms. As jyith oj^er age 
grouFMS^ their d^ree of Interc^ and willingness to :use these tech- 
nologies is related to the j^roducts^usefulness in their, daily lives. 

A variety of telecommunication pro(^ams*are available for use in 
the home to promote health and/'to in8tm:| {people b^ lsielf-care. 
Perhaps most important, some types.of di^ij^Mstics &ndt^^ 
of physiological vital signs be donetthrough hew types of tele-, 
communications. Such systems would' eliininate^at jeast s^ 
to doctors' offices, reduce the need for transportation assistance; 
and promote continual monitoring of vital signs and gmdance fitt>m 
physicians. The general availability of these technolopes need not 
be vety far away. It's a matter 'of time before they can be adopted 
for much wider use in homes and hoperaxly for far less expense 
than might otherwise be the case today. 

One issue, however, is the question about r^^iilating the kinds of 
information that might \je available to papple through telecom- 
munications. Inaccurate, misinformed, or inappropriate self-care 
programs could be a hazard to health o^some older people. Thus, 
there may be a role for Congress and the Committee on Aging in 
promoting appropriate materials and overseeing consumer protec- 
tion in instruction about self-care and health promotion for the el- 
derly. 

Finally, another issue that was alluded to earlier is the use of 
drugs by the elderly. The use of many medications at once is called 
polypharmacv. The elderly consume over 30 percent of prescra)ed 
drugs in the Nation. That s more than twice their proportion in the 
total population. Unfortunately, older persons often receive pre- 
scribed drugd from more than one physician, but each physician is 
unaware of those other prescriptions. This situation sometimes 
leads to negative effects from orug interactions. There are. new 
technologies that can reduce the risk of such situations. Some 
pharmacies today have computerized record s^tems. 

If they can monitor all the medications being taken by an indi- 
vidual, warnings about possible side effects from interactions of two 
or more drugs could be noted. The computerized systems 'them- 
selves could someday provide some of these warnings. 

Another long-term idea is to use a mametic strip on a type of 
credit card, or perhaps on future Social Security cards, that con- 
tains an individual's phaiinaceutical record on a microchip. This 
svstem would require certain protections for confidentiality. Using 
the right equipment, the doctor as well as the pharmacist could see 
in an instant all of the medications that have been prescribed or 
even the patient's full medical record. It would be a far better way 
of monitoring the drug intake of patients, especially because of the 
many people likely to be involved in the health care of the elderly. 

Finally, in the area of biotechnolc^, we foresee some mcgor im- 
provements in the ability to understand and, perhaps, to some day 
reduce the rate of aging of cells. Numerous theories exist today 
about how cells age. One of the most notable ones indicates that 
human cells do not replicate themselves more than a certain 
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number of times thus indicating a biological limit. Another theory 
suMfests that cellular changes affect the .body's immune system 
and Its ability to fight disejB^ as, age increbes. TKerS is, however^ 
some indication that the rate of aging^ of cells ^casi change. If the 
intrinsiavrate of cellular aging can be: reduced, it could^have^pro^ 
found impacts on health and lotigevity; That's why"!* started :iiiy 
discussion with the idea that we . are ehterinif a nfeVera pf^Ufe ex- 
pectancy^ increase among the elderly; and some* of thosel changes 
may occur within the lifetime otloday^s older*gerieration.-'^ 
you very>much. , • , ^ ^^;K4»4f^?^ * ^' 

Senator *GiiNN..That'8 fa£«inaiing i^^^^^ the i^te^ai which we're 
learnmg some of these things. We may want to get back into that 
dunng our question period here a little later. 
[The prepared statement of Mr. Karootyan follows:] 

Prepared Statement OP RoBKRT'A: Harootvan - 

TECHNOUXJy, AOINO, AND OLDER^'WOMBN 

Thank you, Senator Glenn, for the opportunity to paftidpate' in this important 
hearing. 1 am Robert Harootyan, Analyst and Project Director in the Biolog&l Ap- 
Plications Ingram of the Office of Technology AssewmentXOTA), a research agenw 
of the U.S. Congress. I jom the other memberS'Of today's, panel in presentiagxnfor- 
mation about the role of technology Jn enhancing the life of . older Americans, par^ 
ticularly older women. I recenUy directed the OTA study, Technolo©r and Aging in^ 
America, and am currently directing its. assessment of Life^ustainhig Technologies 
and the Elderly. As you know, foth of these; investigations ware undertiiken^ a?the 
request of the Senate Special Committee on Aging as well as. the House Select Com- 
mittee on Aging. My remarks today will present information^from both of, these as- 

opinions I express are not necessarily those of the 
cri A staff, the advisory panels for these studies, o* members of the Technology As- 
sessment Board. ^ ^ . ^ 

As was 80 well discussed at your recent hearing on "Women in .Our Aging.Socie- 
ty , the United States is m the midst of dramatic growth in the iiimber of older 
people and the aging of its population. Increases in the number of older women com- 
pared to older men are especially notable, becausa-of the much higher proportions 
who are widowed and living alone, and their lower income levels. To paraphrase Dr. 
Kobert Butler s statement a few years ago, the issues of an aging society axe the 
issues that concern older women. There ,are currently dven.e^milffon more women 
ihan men aged 65 and over, comprising more, than 60 percent of the total older pop- 
ulation. Because of their 7.5 year advantage in average life expectancy at birth, and 
4 year advantage at a«e 65, there are even higher 'concentrations of women at the 
Oldest ages. Among all persons aged 85 and over, more than two-thirds are women. 

And it 18 the population over 85 that has the fastest rate of growth. It should also 
be noted that more than one-half of the total gain in life expectancy at age 65 since 
1950 has occurred m the last 12 years. Indeed, because average life exroctancy at 
birth has improved 80 ^tly dunng this century (an increase of 26 years), there is 
greater likelihood for significant advances in longevity at the higher end of the age 
spectrum. Ufeexpectancy at age 65 has increased only 5 years since 1900. But, as 
noted »° the OTA report on 'T^^^ and Aging in America," tiie rec2nt gains 
for the elderly indicate that the United States has entered what new "era" of accel- 
erated increas^ in life expectancy at the oldest ages. This era will, I believe, contin- 
ue for the next few decades as life expectancies both at birth and at age 65 rise in 
tandem. The trend in longevity increases of the elderly continues to be led by im- 
provements in the life expectancy of older women, although there are indications 
that their rate of improvement relative to older men is slowing. Nevertheless, the 
implications are clear: the advantages and disadvantages, or challenges and oppor- 
tunities, that exist among the elderly today and in the near future are especially 
true for older women. , 

During this century, technological advaaces m public hygisne and sanitation, in 
immuniiation and antibiotic treatments against infectious diseases, and improve- 
ments in the accessibility and effectiveness of general health care have led to these 
promising t-ends in longevity. But with such rapid changes come new problems re- 
lated to the onset of chronic diseases that can lead to impairment in the ability of 
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older persona to undertake normal activities of daOy living without some type of as- 

sistance. Thus, while technology has pushed forward the years of life that remainrit d4m 

has not automatically assurv^ thai allihoee add^ years will be discase-free-rAl- ^^jl 

though medical knowledge has grown draSnaticaUy, in terms bf treatment or control 'MM 
of acute episodes of m^Jor killer diseases, it has laggedlin:eiq[>erti8e obncemii^the 
mcrease prevalence of health problems associated .witfi"" the agidg^1>f\^ • SM^. 

population: chronic conditions that.can lead . to various functionid impairments. It is mm 



older Americans, and hearing unpairmeats, afrectihg;abou^dO percent of^the eldet^' i^^^ 
ly, become more jweValent with increasing, age. Persons overM^ the, ver:^<oldf have 
notably higher prevalence of chronic conditions^ andirfasult&g^f^ ' 
ments. They are 6 timSes more likely 'than persons 65 to]^4^to.8uffer from^t 
least one midor condition. Whether at/home,: in the'Cpmmunity, at leisure, 6r in the 
workplace, these conditions can notably affect the quality^oflife of tlSTmiilions^of 
older persons afflicted. In. 1988, of the.26 millibn noninstitutioncdized elderly, 2.8 
million needed help with basic acUviti^ of daily living'^such as dre8dng,;b(eithing, 
eating, and walking. A^d 2.7 million older persons requir^ assistance^ with instru- 
mental activities such as shopping, nugor household chores, transportaticm^' and 
managmg their money. Those who need assistance in basic activities ai« also lughly r,,^^^ 
likely to need assistance with instrumental , activities, but the reverse^need.not.be 
true. , ' ' " ''^\'^*v^v. i<^^*'^<^V-^ -ftrl^^ 

Aside from these types 6f dependencies, national, survey data indicate ^fcabout '^^'"'^i 
40 percent of all older persons living in the community have some type ofliinitation^ 4>f§ 
m mcgor activities such as work, home maintenance chores, and^other taslu. The '"*SM 
list could go on, including more than 2.6 million who are limited in the use^of stairs 




and about 800,000 who have definite problems using household appli^ides and btHer; . 
equipment Older women are espeicially vulnerable, since they comprise a^;much 'it^ 
peater projportion of the very old and represent four-fifths of all single-person elder*' 
ly households. These two characteristics account for a great degreei>f the depend- 
ence within the older population. ^ " ' ^ v . 

Technology can play a greater role in respondmg to these problems, but guidance "vl^ 
and mcentives from the public and private sectors are needed for tWs response to .i*^ 
materialize and be effective. There are a variety of wots in which technology can be SW^ 
defmed and applied. In our studies of the elderly at OTA, technology includes both j^Sf 
the pro^ of knowledge development and the application ^of that knowledge to solv- 
ing problems. Thus, technology mcludes the crucial components of ras^urdi ard de- . en- 
velopment that can lead to products ranmng from new msease-fighting drugs to im- ; % 
proved appliances for the home. Technology is also not limited to those processes 
and products that are complex (i.e., commoHy called "high tech"), buch as hemodial- 
ysis machmes for those with kidney failuro. Technology includes relatively simple -0. 
thmgs (i.e., sometimes called "low tech*'), such as safety gnab bars fbr bathrooms. . W 
Our studies at OTA on technology and the elderly include this broad range of tech- 'Jt^ 
nologies and their applications. • jl'lf 

To facilitate discussion of difFeront technologies, thw can be grouped into the fol- 
lowing three categories: . 

TherajMutic and prosthetic t€chnologie$.--'These technologies substitute for or re- !i' 
place a function or organ that persons normally have. A wheelchair is a common Ki 
example. 

Te^ommunications and electronic technologies. — ^These help individuals to com- .4% 
municate^ perform tasks more efficiently, and substitute for some types of mobility. 
Specially programmed ci^le television is an example. 

Life enhancement, assistive, and convenience technologies.'-TheBe provide assist- 
ance to older persons to help them romain independent, to promote tneir quality of 
life, and to enhance their eiyoyment of leisure time and activities. 

These categories do not necessarily include all forms of technology that aro avail- 
able. Nor is each category mutually exclusive of the other two. But I find it useful 
to think in these terms when discussing how technology relates to the daily lives of 
older persons. 

The most important area of concern regarding older women is health and fun^v 
tional capabilities. Our studies indicate a critical need for supportive long-term care J 
services and technologies that can be provided in the home to help older persona 
remain independent. As noted earlier, the need for such assistance is greatest for * 
those over 76 and those who livo alone: the great mfdority of these older persons are 
women. In this sense, women are moro likely to be >actims of their extended longev- 
ity relative to men. 1 
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reducing the prevalence tof severity of falls among the dcferly/Enviiinmentd 
gruence refers to an improvement in how oiir physdwd ' environment meets ^dur 
needs for safety, convenience, efficiency and other goals. It seeks to n>tnitt) iy ^ the 
negative demands placed on us by the environment and to promote the 80K»lle5' 
friendly environment" ;*i 
Relatively siinple ac^justments in the home could reduce the stress or dangers that 
exist for older persons. The risk of falls and tripping can be lessened by removal of 
door thresholds, replacement or repair of broken stairs, and improved lighting, espe- 
cially in passageways. Removal of torn or loose rugs, addition of grab bars in hi^- 
risk areas such as bathrooms and bathtubs, and removal of slippery surfaces are 
ways to reduce the risk of falls from slipping. The effect of these envuonmental ad- 
justments can be enhanced by attention to possible underlying physical conditions 
that, if treated, could further reduce the risk of accidents among older persons. Poor 
vision and hearing, conditions that cause dizziness and fainting, and mappropriate 
or excessive use of drugs are noteworthy contributions to such mks. 

For older women, who are most likely to live cdone, the risks of death or severe 
disability from accidents in the home are compounded beaiuse they may not receive 
help quickly. For these persons, telecommunications technologies that can monitor 
their daily lives could reduce those risks. Where daily telephone reassurance pro- 
grams do nov exist, automatic phone dialing systems could be used. IT tiie person 
does not answer the phone or nas not purposely overridden the system, monitoring 
personnel would automatically be notified of possible trouble. A similar ^rstem has 
been well-received for use in Individual homes through a centrtdized network. The 
most common application of this telephone-based alarm system is called "Lifeline." 
It is often used through hospitals that serve as the central control center. Patients 
who have been released from the hospital and other community residents who 
choose to pay the monthly fee for the service can have tiie alarm system installed in 
their homes. The more complex system includes an electronic device that is at- 
tached to the body. It can detect a fall or be used when an emer^ncy occurs to send 
a signal to the in-home receiver, which will in turn automatically dial the central 
switchboard and thereby notify the monitoring personnel of possible trouble in tiiat 
home. This type of alarm system and similar ones can serve to increase both the 
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Iiideed, there is a double jeopardy for older^women^^dt^only are they; Hiifhlyv ^-^^^ 
likely to spend a significant portion of their older j^SMS lvidowed and alona (wer 60 
percent of women versus 12 percent of men^oyer ,66 axe^if^ed; among thoseiorer , 
76, the proportions are 70 percent and 22 percent? respectively)^ they are ate more 
likely to have incomes.^baiow or just^abovejth^ ^liBeral pove^l^hvel IThui^L^older 
women are far more Jikely ta'needassistance^t hcmie.and^fiu^aeAi^likely tor&ve^ 



spouse or other person in the household asiidKhirce^ lhfoimil itq)portl%^ lower 
income levels also make it difficulty' if noilimpr<ii9Ue,2for^ po^^hase^^eeded 
supportive services. The confl'ienbe of thete^^iaradt^nstiCB druni^^ 
ike risk that older women, e(^)ecially those bv«KS0,'wiU^be<ito8tituti<«Mli:^ (elderly . 
women comprise three fourths of'aUintusing:hoih^ ^i^^ , ^ -v?; : ^ 

Technologies in the home^can help^amehoxttte.sme of^^hw^ 
mote independence, lessen the needTor supp6rtive^»uc^^;{md1^^ ^.initi* 
tutionalization. Life enhancement ^chndogies^ca^^ 
older women who are alone andj<^riicaUy impafred frbm^ 
tearthritis, a disease that can severely limit mc^iU^^iii orroutsid^ of tlw^orneahd 
restrict dexterity and the ability t» use household^appliimces.;i&rt^ 
can be relatively simple deuces such as walkers^iAd grip ,^enl^certf (e:g.V jar open- 
ers), or more complex ones such as chair lifts onVstauwayBrreleirtri 
chairs that can move people up and down stairs. The need for\ihe latferjtype of 
technologjr is great, giveri the millions of older persons who report significant :^ 
strictions in their ability to use stairs (aa.estimated 2.6 miUion elderly persons, as 
noted earlier). But the costs of technologies such as chair lifts ai€ beyond the means 
of many older Americans. " * ' ->^? * 

The whole area of safety and the needffor Supportive? home environments^receives 
too little attention in contrast to the exterit of problems that confront the elderly at 
home. For example, their physical vulnerabUity to acdderits is fkc greatei^than for 
any other age group. This is clear from data, on falls^ llie elderly account for almost 
70 percent of all deaths firom falls. Falls account for 25^:percent of all accidental 
deaths. The risk of severe fracture associated with falls' increases with age, especial- 
ly over age 75. Yet the U.S. Public Health Servi& estimates that two-thirds of.falls 
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promote i 

Die ijoor ^ .,„,„v^-^w*^ 

forsigh^impaired.t)lder persons.. Briglit coloi?Wd^coritarasttng^^ ^?2Ser^tl 
surfaces can help make mobility safer in the home. Appliances such as rangerand^ 
stoves can be designed so that sdlHControls are at iKe front^to. promote safefyaid all 
dials or knobs are enlargedibr.ca8e (J sight and t»uch;;More comU andre3cpe;iitA':^&m 
sive, adjustments would include programmable or^socalled ^*smarf'>appliancea »uctt4<. 
as ranges that haye automatic temperature controls. ahi8hutK)ff i;.,ecHanismsaf Jefti^^ MP^ 
on beyond a predetermined period of.time. Automatic sensors, that detect dangerous^ . --^it^: 
ly high heats could either sound a warning or diztomatically shiitoff thefappiiance;. ' 
New examples of safer appliances are the cordleaa irdri.arid the: iron that shuts itself . Wk^f 
off if tipped over or left on too long. The most complex domestic elec^nic techholo-^. ^"^AM 
gy may be^, the ''computerized home", in which^av central ;<x)mputefv can rj^^^^ 
grammed to automatically control lighting, heating,, and. air conditioning systems, asr iVW-"- 
well as monitor all miyor appliances, provide, a lifeline alarm system, assist -the, <HW|I 
older person to access consumer information, and even monitor the individifial'sy^ 
vital sijns. These assistive and electronic devices, when combined with the types of ^- - 
environmental adaptations discussed above, could enhance the safety and security of ^»?^t 
older women at home. , . , ^ \ ^/.^ " 

All of th^ technological interventions and assistive devices for the. home coiild^ ^^WW^ 
provide double benefits to older women. Because older women are much more.likely 
than older men to be the primary source of informal support to^a sibling pr parent ' ^^l^M 
interventions that reduce the burden of providing such support can^relieve.the^der. '^'}W 
mands placed on those caregivers. Thus, these environmental, changes and support^ 
ive technologies can serve the dual/unction of promoting the independence^of older 
women and assisting them further by reducing the demands placed on them'for.c^ 
of other elderly family members. • ^ 'p*^^ 

The ability to undertake' such changes or to pay for the costc of some of these ^>^i 
technologies is,jiii*fsrtunately, a problem for those elderly women who have.limited 
mcomes. It may be worthwhile to consider public subsidies through Medicare or 
Medicaid for those environmental ac^ustmente and added technologies that wpuld 
clearly promote the independence of an otherwise dependent older person. Savings 
in the costs of labor-intensive supportive and long-term care services, or eveh insti- 
tutionalization, would have to be snown if such suosidies were to be a feasible public 
program. 

Another approach to promoting safety and health for older- women includes bio- 
medical r^earch that can provide greatly needed information about ways to pro- 
mote health, minimize the effects of illness, or prevent disease. For older women in 
particular, efforts to better understand the causes of osteoporosis and discern ways 
to prevent its occurrence would be highly beneficial. Osteoporosis is a^progressive 
loss of bone density that most commonly occurs in women over 40 and that becomes 
progressively worse during the decade following menopause. It is estimated to be the 
cause of two-thirds of all hip fractures in older people. In 1977, the annual cost for 
only acute care related to osteoporosis was $800 million. Monetary cosis for rehabili- 
tative and long-term supportive care are far greater. For example, of those who sur- 
vive falls and hip fractures caused by osteoporosis, about 15 percent never return to 
independent ambulation. It is difficult to estimate the high monetary and social cost 
of such chronic impairment. 

Although improved technologies for acute care of such patient? have reduced the 1 11 
d^th rate from accidents caused by osteoporosis, the more promising route to mini- k-^t 
mizjng the problem is through prevention. For most older women, the degree of 
bone density loss can be lessened by increased exercise at any age, supplemental 
intake of calcium, and postmenopausal low-level estrogen replacement therapy. 
These interventions have been shown to reduce the incidence and severity of osteo- <S 
porosis in older women, especially when undertaken prior to and soon after meno- V i 
pause. The benefits could be especially marked for women aged 76 and over, when 
the risk of hip fractures and their severe conseouences increases dramatically. 

One way to facilitate health promotion and oisease prevention, especially for iso- 
lated or very old persons, is through telecommunications and the media. As noted 
earlier, in-home video units can be used to play videotaped diskettes that provide 
health and other types of consumer information. Cable television can supply an 
array of programs that are oriented toward health promotion and disease preven- 'i 
tion. "nie assumption that such efforts are unwarranted for the elderly is false. Con- 
siderable data are available that indicate the benefits from healthy diets, no smok- 
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ing, and properly developed exercise for people of all ages. These changes in lifestyle 
can lead to benefits of good health, reduced prevalence of disease, and increased 
function al abihty of even the very old. 

But because these changes need to be carefully instituted, especially exercise and 
diet, professional guidance is highly recommended. There , is, in this respect some 
danger in the general availabihty of video products, for these types of behavior 
changes, because they are not regulated or carefully monitored for/accuilw and 
quality. Thus, caution must be followed in the use of generally available instruction- 
al material (whether provided in print or through, electronic mediiO^.The .^advice o 
reputable health care professionals and prudent monitbririg of thisae programs are 
highly advisable. Consumer protection could be fo8tex^:bJ^Federal dvetwgHtr g^ 
Imes, or repilation of such products., - ^ - -r -^-/ ^ . 

An additional comment is in ordey regarding the feasib^ityrof using telecomm^^ 
cations to promote better health: of older people, CtehtratyA to some commohl^^ 
stereotypes, older people are neither less enthusiastic nor Lle8»;able/to leani; to um 
home computers and other types of telecommunicaUonsrequipment Rw&t de 
stration programs have shown the ^nllingness of elderly persons to leara^fabout and 
to use computers, eopecially for purposcgmt ehhance . their, leisure activities arid 
educational interests. This learning is faciUtated" by sehsitivetinstructbrs whd^can 
respond to tiie mdividual capabilities of the^'older students, as is the^ <»se witii 
younger students. If necessaiy^^ computer equipment can be designed to accommb. 
date the needs of those older persons ;witii lessened dexterity and limited visual 
acuity by providing larger keyboards ai^d keys; larger dirolay screens, and slower 
pacing of programmed material on the screen. ; , ^ , * ; ^ 

Another application of electronic technology^ for tKe,weil4)eing of the elderly re- 
lates to the use of drugs. WhHe therapeutic technoloriee such as medications pro- 
vide untold benefits to the health of older , persons, Uieyr can also present liidden 
dangers and problems. Persons over 66 use 30. percent of all. prescription drugs^ 
twice as many as the average user. Higher prevalence of disease and chronic conHi- 
tions among .he elderly leads to increased drug use, particularly combinations of 
two or more drugs, both prescribed and over-the-counter. "Polyphannapy", as this 
multiple drug use is caUed, can have unanticipated or unknown uMjative side ef- 
fects, especially among the elderly whose altered metabolism changes their ability 
to process, store, and excrete dni^p. Adverse drug reactions and interactions account 
tor up to 17 percent of the hospital admissions of persons aged 70 to 90, which are 
estimated to cost $3 billion per year. 

*ir^**°??^ monitoring and control of drug intake of the elderly is difficult to achieve 
More than one physician or pharmacist is often involved in the prescibing and deliv- 
ery of drugs to older persons. Recent attempts to reduce tiie dangers from unknown 
polypharmacy include the use of computers to maintain the records of pharmacy 
consumers. Computerized records permit the pharmacist to monitor the dnigs beiri 
taken by the patient. Some pharmacy computer ^tems include programmed diag- 
nostics that warn the pharmacist when potentially dangerous or questionable combi- 
nations of drugs are m one patient's record. The system works weU to tiie extent 
that all t,he drugs being taken by the client ere included in the computer file. Sepa- 
rate computer records f9r the same patient in different pharmacies are not likely to 
include all the drugs bemg taken by tiiat patient Hence, consumer mformation and 
understanding of the importance to inform tiie physician and pharmacist of all 
d^^e ^ important factors for tiiis technology to be maximally 

One prospect for improving the monitoring system is the use of what has been 
called a smart card in the financial transaction arena. A pharmaceutical smart 
card would be the size of a plastic credit card upon which a magnetic strip would 
contain the record of all past and currently prescribed drugs for that patient. A card 
date entry and data reader computer terminal would be used by both tiie physician 
and phannMist to check the record. Such a system would distinctly improve the 
likelihood that all prescribed drugs, and perhaps self-reported over-theK»unter 
medications as well, would be included in one record. Such smart cards could even 
be used for other purposes, such as the person's Social Security number. 1 believe 
the Federal Government should consider tiie feasibility of developing and using 
bocial Security cards with these magnetic record strips, as long as the necessary 
technolotpcal safeguards in their production and use were included to protect pa- 
tient con Aden tiality. 

A final area of technology that I consider relevant to this discussion of health of 
older women is the apphcation of biotechnology in diagnostics and tiie process of 
aging. Along with the recently developed technologies of computerized axial tomog- 
raphy (CAT) scan and magnetic resonance imaging (MRI), is the promising area of 
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disease detection and eventual treatment through monoclonal antibodies. These new 
products of biotechnology are based on the knowledge that Dpediic antigens related 
to disease in the body can be paired with specific antibodies. Some of these anti* 
bodies can be used to dia^ose disease well before current methods allow. The abili* 
ty of monocolonal antibodies to "zero in" or attack very specific anti^^ns could theo- 
retically give rise to as many detection te^is as there are antigens* Although the 
greatest potential diagnostic application of. monoclonal antibodies may be for can- 
cers, thev are currently bemg used most succesiBfuUy in diagnostic kits that test for 
viral and bacterial infections. ' " ; ^ ' ' \. ' ' \ 

The science of monoclonal antibody production and use is in. its infanpy^ but it 
promises to have untold benefits in pennltting early detection of cancer, ^heart dis- 
ease, and other maior killers of the elderly.^Fiirthermorei biotechnolog^^^ 
could eventually lead to the ability to not only target specific disease-related anti- 
gens for detection, but to also use such antubodiee as ''magic IbiiUets'' that^Ml' 
attach themselves only to their specific paired antigens. This captabiUty^may 
the destruction of cancer cells for which specific antigens afe identlned, . thereby 
eliminating the current problem of losing so many normal cells while attempting to 
eliminate cancer cells in the body. . ^ v > 

Biotechnology and biomedical research are beginning to also provide insights into 
the process of cellular aging. While it remains ^uite certain that most v^pes of 
normal human cells have an inherent genetic 'l)iological ^dock" that Umitojjjtheir 
lifetimes and the number of times they can replicate themselves, there is^gmmng 
speculation that the length of time that such cells can survive^can be alterod. ln a 
sense, it is an extension of the cell's, lifetime and pace of aging. If such knowledge 
can be developed, the biological basis of cellular aging will be better understood. , 
With it will come new information regarding the reasons, both genetic and environ- 
mental, for the notably longer life expectancy of women as compared to men (and, I 
might add, of females in almost eve^ species of animals ran|^ from elephants to 
fruit flies). Furthermore, accomjianying this prospect of longer life would be the op- 
portunity to promote and assure the good health of persons during those added 
years. This goal has become especially relevant today, when increased life expectan- 
cy doefi not always mean increased years of good health. This potential problem of 
adding years of hfe that are characterized by added time in ,111 healthy (e.g., chronic 
conditions) as well as good health must be addressed. 

A concerted effort in these areas of biomedical and biotechnolo^cal research can 
lead to new knowledge of the process of aging and the ways in which the prevalence 
of disease is associated with aging. This type of effort, along with the appucations of 
existing technologies that can enmu.ce the lives of older women, will surely benefit 
all persons: old, young, men, and women. 

REFERENCES 

U.S. Congress, O^ce of Technology Assessment, 'technology and Aging in Amer- 
ica," OTA-6A-264 (Washington, DC: U.S. Grovemment Printing Office, forthcoming 
in June 1985,) 

Senator Glenn. Dr. Ray Gifford, we're honored to have you come 
over from Cleveland. Dr. Gifford, a native Ohioan, was bom in 
Westerville, attended Otterbein College and obtained his medical 
degree from Ohio State University. He has had an impressive med- 
ical career — Dr. Gifford is the Chair of the Department of Hyper- 
tension and Nephrology at the Cleveland Clinic Foundation in 
Cleveland and also serves as the vice-chairman of the Department 
of Medicine at Cleveland Clinic. 

He is the author of over 300 scientific pajpers. Dr. Gifford has 
also served as a consultant to the Mayo Clinic which I guess is 
almost as good as Cleveland Clinic. He is a member of numerous 
boards and professional associations, and is active in the Cleveland 
community. We are happy to have you with us here today, Dr. Gif- 
ford. I look forward to your comments. 

Dr. Gifford. Thank you Senator Glenn. If my memory serves me 
correctly, Otterbein beat Muskingum in basketball. 

Member op vhe Audience. Once. 
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Dr. GiFFORD. Once. 

STATEMENT 01 RAYMOND W. GIFFORD, JR, M.D., CLEVELAND, 
OH, CHAIRMAN, DEPARTMENT OF HYPERTENSION AND NE- 
PHROLOGY, CLEVELAND CLINIC 

It is a great plf asure for me to be here and so share with you some 
of my experiences and ideas about the aginff proccess, not pdy 
because in my practice I deal with a lot of elderly patients in car- 
; diovascular area, but also I, myself, by subdefinition seem to be m 
that subclassification^ : 

It's true tlh'i women outlive men and that by the time you're sjje 
75, there ar^; almost tv.lce as many women alive as men, and' yet 
when you look at the causes of death, they are the same. Coronary 
disease is ^ o. 1 for men and women. It just occurs earlier in' men 
than women. Cancer is No. 2, and stroke is No. 3; and: these are 
three of the areas that we deal with heavily at the Cleveland 
Clinic. ^ ' 

The clinic is one of the outstanding tertiary care centers in the 
Nation. This vas recently recognized when the clinic was clesignat- 
ed by the Fed^iral Government as a national and rc^onal refeiral 
center. I saw S\000 inpatient admissions in the hospitefl^iii the last 
year of which .^lightly over a third were Medicare /patients. So 
we've had a lot if experience. I agree with what Mr. Harootyan 
said that we have ao idea how much farther we can extend the life, 
span in this countrj-. It will be through a combination of technolo- 
gy, education and re^arch because a lot of the things that we can 
do to extend our owe life spans depend on us. We know that treat- 
ing hypertension, foi ixistance, will reduce the intensity of stroke 
and heart attack, frro of the m^or killers. That's already been 
shown because in i'ae last decade in this country, the mortality 
T-ate for coronary diseases, for heart attack, has decreased 26 per- 
cent, <^nd the mn;tality rate for stroke has decreased 46 percent. So 
we're alreauy on the way. 

Not all of this can be attributed to changes in lifestyle. We've 
had some very notable technology advancements to go along with 
this. We now are able to ream out carotid arteries when they're 
partially broken. We can bypass coronary arteries and restore 
normal blood flew to a diseased heart. We're even, as you know, 
transplantmg hearts and puttmg artificial hearts in. This is just a 
beginning perhaps to a new era. 

By and large, the best way to handle this is not to wait until it 
occurs. The best way to handle this is to prevent it in the first 
place. I think we have those means available now, but it takes a lot 
of cooperation, a lot of motivation, because you have to do it your- 
self. The doctor can't give you a pill and say, "This is gomg to pre- 
vent your heart attack or prevent your stroke." You have to 
change yjur lifestyle. You have to stop smoking cigarettes. You 
have to exercise more. You have to change your dieta^ habits. Fil^ 
teen years ago, this country consumed a lot of saturated fata. 
There's been a change m this. We are now consuming much less 
saturated fat and more unsaturated fat and are treating and iden- 
tifying hypertension. Do you know that among 65-year-old people 
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and greater that almost 50 percent have hypertension? When this 
is treated, we can reduce the incidence of stroke and hea^ , attack. 

Senator, I'm participating in a. nationwide study knojpyn as'^'H^ 
for Systolic Hypertension in the Elderly I^6gram'\, that's. Being 
sponsored by the National Heart, . Lung & Blood Institute 
National Institute on Aging. Right now, we^pnjt 
elderly patients with what we call systoUclh^petit^ ^ne& 
cial. Systolic hypertension means thatvthe dyBtoUc^^^^^ 
high; but th3 diastolic blood pressure/is fnohnal.^^^^^^ 
over 85. We know for sure that if fee 'diastbU^^^ 
treating does reduce the risk of stroke and; hear^ 
have no idea whether treating^ this usualriype-^.p^ 
which occurs predominantly in the older peoplc^20.pe^ 
people 80 or older will have this type of hypex^ensibnTr^we 
idea whether treating that .will be oeneficiiu^/atidvyet it's.imppi^an^ 
because it involves so many peojple, and if; it is effedive,lwe^:^ 
prevent strokes and heart attacks that are happening right now. 

So this is a multiple dollar study involving IXfUfferent^inedi^ 
centers throughout the United States to look at this/^Rjfeht now 
they're in the process of recruiting patients^SO yeafs of fi^ge or older 
who have systolic blood pressures of 160 and di^tblic pressures less 
than 90. Through the 1980's and 1970's ,and,oyer the. next 7 yews, 
they're going to treat half and observe the other, half and see what 
happens. I tlink it's going to be a monumental study^but I think it 
has great signficance becaus^, as I believe, the treatment will prove 
to be beneficial. Then it should be extended to all the people in this 
age group who have this type of hypertension because it cam pro- 
tect or it will protect against heart attack and stroke. This is just 
one example of some of the research that is going on to help elder- 
ly people and to extend our life span. 

I also agree with Mr. Harootyan that we just don't want to 
extend our life span in years. We want to extend it as far as the 
quality of life is concerned. We may be able to salvage patients 
after they've had a stroke, but their life, their quality of life and 
the independence that they once had may be gone; and this must 
also be considered in any technological advances that we have. 

Now, a few comments on factors influencing drug therapy in the 
elderly are necessary. Medical care of the sick elderly is very often 
more complex because they have multiple diseases. Mr. Harootyan 
referred to the fact that the elderly consumed 30 percent of all 
drugs. I think it's more than that from the data I have. They may 
constitute about 20 percent of the population, but they consume 
more than 40 percent of all drugs. Elderly are more likely than 
younger people to take over-the-counter drugs, and they don't 
count this as medicine. They come in to see me, and I ask, "What 
medicines are you taking?" They respond with, '1 take this, this 
and this." They tell me what was prescribed, but they don't tell me 
that they bought three or four thongs over the counter. The more 
medicines you take, the more chance there is for drug interactions. 
This is a very big problem. 

I also want to put in a plug for training physicians to learn more 
about taking care of the elderly. I hesitate to say this in public, but 
I will. I think most physicians feel that if they get an M.D. degree. 
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they can treat elderly just as well as they can treat the middle- 
aged and younger population. 

Now, more and more, they're not trying to treat kids. I don't like 
to treat kids. The dosages are different M(wt of the time you're 
^ff^^^^J^^^ mothers. A long time ago, I gave that up, and I said. 

Thank God that we have pediatricians." Well, we're gradually get- 
ting to the point that physicians are going to realize that, 'Tnank 
God we have geriatricians," except we' don!t have enough;of :them, 
and I thiiik we need more training in 'the ^mediril^scHools-be- 
cause— well> I can say it because I'm one of you. Elderly people are 
different. They respond to drugs different. We metabolize drugs dif- 
ferently. They have psychosocial problems that the middle-'aged 
don t have, and this .has to be taken into <X)nsideration. SpJ need to 
make a plea that we do something to educate our- existing phyBi- 
cians— we call that continuing medical education^ and this is a 
good example of that. This is a place where that's done— in the 
care of the elderly, the unique responses of the elderly to drug 
therapy, the unique needs of the elderly dietary, nutritional, psy- 
chosocial as well as drug treatment, so that we can provide better 
medical care in the future for the elderly people. 

I'll close with a plea also that we don't cut back on our research 
fund. I m speaking lo you. Senator Glenn, because 

Senator Glenn. You're preaching to the choir. 

Dr. Gifford [continuing]. It's because of research that we are 
where we are today. We have the finest medical care system in the 
world m this country. We have extended the life span of our citi- 
zens years iust in the last decade or so. On the horizon are a lot of 
promising discoveries if we can apply them and develop them, but 
this takes research. It takes research dollars, and now iff not the 
time to cut back on those research dollars vhat have brought us so 
far. Thank you very much, 

[The prepared statement of Dr. Gifford follows:] 

Prepared Statement ok Dr. Gifford 
introduction 

I am Ray W. Gifford, M.D., a practicing physician at the Cleveland Clinic Founda- 
tion. I am a graduate of Ohio State University, with special training both there and 
at the Mayo Clinic. My specialty areas are hypertension and renal disease. I appre- 
ciate the opportunity to testify before the United States Senate Special Committee 
on Aging as it investigates the question of the prospects of bettor health for older 
women, and I commend you and the Committee for continuing to address this im- 
portant topic. 

As you are aware, the large m^ority of elderly in our nation are women. In 1980 
there were only 68 males for every 100 females 65 years or older. At ages 75 and 
over, there were only 55 males for every 100 females. 

While older males ha' e higher death rates than older females for most conditions. 
Older females tend to have more chronic conditions. Just a focus on differences is 
misleaaing though. The m^'or killers are common to both sexes. For example, dis- 
eases of ihe heart represent the leading cause of death for both males and females 
over age t5. Malignant neoplaf.ms are the second leading ca»ise of death for both 
sexes Cerebrovascular diseases are the third major cause of death for both sexes 
Accordingly, much of the wovk that goes on in institutions such as the Cleveland 
Chnic Foundation is of benefit to all, not just to one sex or the other. 

iHE CLEVELAND CLINIC FOUNDATION 

The Cleveland Clinic Foundation (CCF) is one of the outstanding tertiary care cen- 
ters in our nation. This was recently recognized when CCF was designated by the 
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federal government as a national and regional referral center. CCF includes an out- 
patient clinic, a 1,008 bed hospital, a research division, the nation's largest free- 
standing postgraduflte medical education program, a full-time staff of 857 physi* 
cians, and a total staff of 7,500. Advances in medical science at CCF include: fevel* 
opment of cardiac catheterization and coronary juagiography; Pioneering work in 
kidney transplantation, kidney revascularization and ttie artificial kidney; Design 
and refinement of artificial organs includhg assist. devices for the heartland the to- 
tally implantable artificial heart; Continuing deveidpraent or.r^ement of artificial 
components to replace crippled joints.such as Kip or knee; and Refinement of new 
noninvasive radiologic techniques such as digital subtraction angiography and nu- 
clear magnetic resonance. ' /' ? 

In the past year CCF had approxocately 81,000:inpatient cdmissions, of which 
slightly over a third were Medicare patients. Additionally, the Foundation had over 
580,000 outpatient visits. Oiir emphaisis is on high quality patient care, with our re- 
search and educational activities devoted to supporting our patientJcare practice. It 
IS the mix of these components that enables CGF to miuntain-ifs position at" the 
leading edge of technological innovation In the advancement of clinical medicine. 

I would add at this point that the Administration uiitiatives to reduce fdlertd fi- 
nancial support for medical education and to reduce tne number of research grants 
that NIH may award will have long term adverse effects on our ability to learn, 
innovate and provide the best, most advanced high quadity care. I would like to 
insert for the record a copy of an article I authored for the "Cleveland Physician" in 
April of 1984. The populations that would feel the effects of these reductions first 
will be those most vulnerable— the elderly and the poor. I would urge that you and 
the Committee continue your efforts to see that theoe adverse consequences do not 
occur. 



NEW MODAUTIES AND THE ELDERLY 

Drug therapy 

Drug therapy changes with increasing age. Research has shown that age related 
biologic and physiologic changes in the elderly require acdusting the drugs and doses 
prescribed in the treatment of health problems. While we have, found that the 
amount, frequency of dosage and ability of the elderly person to absorb drugs varies 
greatly within the elderly, the difference is still greater when compared with indi- 
viduals aged between 20 and 50. Physicians and the elderly themselves must under- 
etand the complex considerations that attend pharmacologic therapy. Through edu- 
cation and research, il is possible for both the physician and patient to make drug 
therapy in the elderly safer and more effective. - 

A few comments on the factors influencing drug thcrtipy in the elderly are neces- 
sary. Medi^ care of the sick elderly is very often moro complex than in younger 
patients because of not only the patient's multiple health problems, but also psycno- 
logic and socioeconomic problems. These conditions mu3t be taken into accoun; ) 
we treat the medical problem in order to enmire a Gucrissful result of the treat- 
ment. A Question to be answered is: Are there persons at home to assist or take care 
of the sick elderly person eo she/he can return home to be assisted by home care 
e/,»-- vices if needed rather than be sent to a nursing home. 

We know that four out of every five elderly persons have at least one chronic ill- 
ness and usually more. As if result it is not unusual for elderly patients to be takmg 
anywhere from three to twelve prescribed medications cimultaneouslyl One study 
indicated that eld r;y patients averaged ten prescribed drugs. The older the patient, 
the more chronic becomes the treatment; and therefore, the treatment of choice is 
then pharmaw-ologic in nature. It should bo noted that many of the causes of dis- 
eases such as those affecting the heart, kidney, and brain are not yet fully under- 
stood. Here again is the reason t*iat America must continue to support both basic 
and clinical biomedical research and not reduce our commitment to maintain a 
world-wide leadership poei^^ion in biomedical research and health care. 

The World Health Cfr^anization reported that alfciiough the elderly consist of 20% 
or more of the population, they were responsible for more than of the total 
drug consumptioa In the U.S., patients in long term care institutions receive on the 
average eight drugs in the first ten days of their arr '^d. 

We know that age-related changes affect drug actions. There have been many 
studies that have shown that drug absorption, distribution, metabolism, excretion, 
and sensitmtv varies greatly with age and particularly in the elderly. Still, -nuch is 
unknown and we need to increase our clh.ical research efforts in the area of drug 
interaction in the elderly. Dr. Joseph G. Ouslander developed the attached talie 
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that succinctly describes the factors influencing successful drug therapy in the el- 
derly. 

Time doesn't permit elaborating on each of these factors, but it is important to 
note that the physician as well as the patient and the family member or friend 
must have open communication in order to ensure DDt only compliance to the treat- 
ment r^ime but also maximizing the therapeutic effect of the drug. I should note 
Jr°^fj f ^'^'^^ recommendations made by the WHO Report on Health Care in 
the Elderly. They stated bv that geriatric patient education programs should be ex- 
pandwl and basic research in human physiology and the pharmacology of aging 
should be increased. 



SCUD ORGAN TRANSPLANTATION 



In the past 20 years, modem transplantation has evolved from a series of experi- 
ments into a clinical therapy that favorably affects the quality of life, rehabilitation 
and longevity. Refinements in surgical tecbmque, inaproved immunologic monitor- 
ing, and the advent of cyclosporine are responsible for a new era of transplantation. 
In nearly all orgr . specific aree«, early and intennediate temi results are impres- 
sive and consistently improving. ' 

In recognition J the impraving experience with a n^jor solid ot&jx transplanta- 
tion at establishea ;nters and a demonstrated need for expanded transplantation 
capabilities in the state of Ohio, the Qeveland Clinic Foundation, Ohio State Uni- 
versity Hospitals, University Hospitals of Cleveland, and the Univereity of Cincin- 
nati-with support of the Ohio Health Department and Governor Celeste-have 
formed a unique and innovative consortium for the establishment of transplantation 
programs m heart and he«»rt/lung, liver and pancreas to serve an unmet demand 
for such services by residents of the state of Ohio and surrounding states. Certificate 
of Need for the cooperating institutions has been approved. 

The Ohio Solid Organ Transplantation Consortium has reached a philosophical 
and operational concensus. Agreement has been reached on selection and prioritiza- 
tion process, donor procurement, treatment protocols, sharing of results and appro- 
pnate research studies to ensure optimal and equitable application of major enlid 
organ transplantation for public benefit It will also provide a mechanism for ihe 
cost-effective utilization of medical resources. 

The consortium's unifor ^ criteria for patient selection speaks to the questions of 
age with respect to heart, heart>lung, panpreas, and liver transplantation. Uniform 
medical cntena were established the consortium for recipient celection spedfical- 
ly tailored to each organ. Recipient selection will be nondiscriminatory as to sex, 
race, and economic considerations. 

The details of the funding of patient access to solid organ transplantation are 
being devdoped through continuing discussions between consortium institutions and 
the Ohio Hepartmeiit or Health, and within state government This program is ad- 
dressmg the fallowing issues: fairness of access, specific impacts on the Medicaid 
program, r^ponse to other mtgor thiii party payors, protection of the resources to 
contmue delivery of basic services in the M*xiicaid program, response to other m^or 
third party payors, protection of the rejyoun^s to continue delivery of basic services 
in t!iv Medicaid program, and protection of those patients who might "fall between 



With respect to aje selection, the following patient indications for transplantation 
and donor cntena were agreed upon: 

Heart trans^ Imitation— patient age of 60 yet. a or younger and acceptable donors 
age d5 years a.id less for men and 40 years or less for women. Heart/lung same 
conditions. 

Liver trmsplantation— patient age 50 years of ixge or younger and acceptable 
donors of 50 years or l^jss regardless of sex. 

Pancreas— patient age 50 years of age or younger and acceptable donors of same 
age. 

Thfre ire numerous criteria Rr the type of patient who would be considered a 
good risk for this type of operation as well as for the donors. These are very techni- 
cal and I would be glad to include these for the record. 

What obvious with transplantation considerations is that this medical proce- 
dure lo mcflt beneficial in men and women under 50 years of age. In elderly patients 
there are too many physiologic contraindications which lead to greater risk and 
poorer outcomes. 
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TECHKOLOOY AND AGING ^ 

Research at the basic and clinical levels remains the key ingredient in our ability ^ 
to improve the health status of our citizens to prevent, ameliorate or cure disease. 
We have in fact achieved a level of excellence in American medicine that is second 
to none in the world. If we are to maintain the position and ensure the prospects for 
better health for women and men in the 2l8t Century, we cannot afford to.retrench 
or cut federal commitments to this area. George A. Keyworth n, President Reagan's 
science advisor, states that: 

"Today we must use our technology resources much more aggressively. Technolo- 
gy and talent are virtually our only clear competitive advantages. . 

This position is just as true for bio-medical research as it is for our industrial and 
military. The importance of governmental biomedical research is borne out by the 
research sponsored by the National Institute on Aging (NIA). Among the recent 
findings of NIA studies are: 

Digoxin, a drug commonly prescribed for chronic heart disease, may be ineffective 
in certain elderly patients. 

Aging of the brain may act as a "pacemaker" for other forms of aging. 

Dietary restrictions in animals K?ay rejuvenate the immune system. 

Risks of hospital-acquired illness are significantly higher for older people than for 
the young. 

Healthy older men maintain the same production level of the sexual hormone tes- 
tosterone as younger men. 

The body's ability to monitor and relate its own temperature seems to decrease 
with age. 

Contrary to common belief, individuals do not achieve a long ^riod of stability 
after maturity and then begin to slide faster and faster downmll. Instead, most 
changes are gradual and progressive. 

The range of normal glucose tolerance levels is lower for older people than for 
younger people. Now that a scale of acceptable levels has been designed for the el- 
derly, the number of older people mistakenly diagnosed as diabetics should be sub- 
stantially decreased. 

The sharp drop in mortality rates due to heart disease and stroke can largely be 
attributed to research into the medical management of high blood pressure and the 
clinical and surgical management of heart disease. While the causes and lasting 
cures of these disease? are yet to be found, research has led to a lessening of the 
morbidity and mortality in these areas. Still further improvements in care in the 
immediate future can continue to be expected, but the need for both basic and ap- 
plied research will continue. 

CONCLUSION 

As life expectancy at older ages continues to rise, the incidence of diseases in 
middle and old age will become more prevalent, e.g., heart disease, cancer, diabetes, 
and kidney disease. Panel I has addressed the issues of prevention which include 
environmental, behavioral, and dietary factors ell of which also impact on disease. 
Technology advances have occurred in drugs, medical procedures (bypass surgery, 
kidney transplants, laser surgery of the eye, etc.) and equipment for diagnostic pur- 
poses (MRI and CT scans, heart catheterizations) and for equipment allowing pa- 
tients greater mobility and an increased quality of life. Electronics and computers 
will play an increasing role in developing assistive devices that in many instances 
will be of immense help to the elderly. Hearing aids, optical scanners, and devices to 
stimulate muscles leading to mobility on the part of the patient are ncv emer^*' g 
and should be available and in general use by the 21st century. These de>^lopments 
will reduce the dependence of the patient on others and on costly medical care insti- 
tutions; thus, reducing the ovei'all burden on financing the health care system. 
However, these advances in our health care system will not occur without maintain- 
ing our investment in medical research and the education of our providers of health 
care. We have enormous opportunity before us; now is not the time to turn our back 
on it 

This concludes my statement. I will be happy to answer any questions you may 
have. 
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TABLE l.-FACTORS INFLUENONG SUCCESSFUL DRUG THERAPY IN THE ELDERLY 



I Recoenltion by the patient fan^. friend or caretaker of a 

need for are, and ccntact with a health professioflaL 
li Diagnosis (cs) 

ill therapeutic plan, prescription and patient education 

IV GxnpCance 

V Phannacologic factors: tiioavailability, absorption, (Sstrtution, 

metatoCsn. excretion, and receptor intenction, 

VI Efficacy 



Fadon that My ioterfn 



Ottturat, economic physical and psychoiopc impairments to 
recognizing the need for, and obtairdng care. 

Altered report and presentation of ilnes; multiple ifaess- 
ei 

Midtiple ilnesses; dhnnished visioa and hearing; cognitive 
imp^rment 

Pofypfiarmacy; chronidty of Blnesses; cuftural, economic, 
physical, and psycholo^ imp^rments to compliance. 
AgHeUted pharmacolunetic and pharmacodynamic changes. 

Increased susc«p3)ifity to adverse reactions. 



Senator Glenn. Thank you. I appreciate that very much. When 
you look at me and talk about research, you're preaching to the 
choir. I made that a special area of interest when I first went to 
Washington, and I didn't come here to make political speeches. 
This is committee work here today, but Fm going to make a short 
political statement anyway. 

This administration cut basic research by almost 30 percent, not 
just medical, but basic research by almost 30 percent. At the same 
time the Japanese, the Germans, and the French are inci^easing 
their national research efforts and increasing educational funding. 
We're going the wrong direction friends and neighbors, Fll teU you 
that when we cut research. This country became what it is because 
we learned the new things. First, we learned the businessr-the new 
basis of doing things. We put people to work in a free economy, and 
we educated them. Now they're b^inning to compete with us, and 
I think it's tragic when we start cutting back on research and basic 
research— the stuff that you don't see exactly what the outcome is 
going to be. 

You know, there was a fellow. Sir Alex Fleming, years ago, a 
couple Efenerations back, who was curious about plain old green 
garden mold on garbage and why you kept clear of that and why 
things didn't seem to percolate around that. He decided to look into 
it a little bit. He was curious about mold on garbage, and that's 
exactly what it was, green old mold. Out of that curiosity, out of 
that came what? Penicillin anil everything that followed— the ex- 
tended life expectancy and the different way of treating things all 
over this world. It's that kind of basic research that we absolutely 
cannot give up if we expect to be competing in the world, whether 
in medicine or other areas. I didn't mean to make a political 
speech. 

I would now like to welcome our next witness, Deanne Damsch- 
roder. She is truly our hometown witness. Deanne was bom here in 
Toledo, grew up here, attended Toledo University and now works 
here in Toledo. She is the patient services coordinator of the North- 
west Ohio Chapter of the Arthritis Foundation. In this position, her 
responsibilities include program coordinator for the Arthritis Self- 
Help Course, ASHC as it's called. This is a nationwide program de- 
veloped with the National Institute on Aging. She also teaches 
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ASHC classes and is program director for the Arthritis Aquatic 
Program run at local YWCA's and YMCA's. 

There's been increasing emphasis on patient involvement and 
education in coping with chronic disease. OTA's Tedmolofflr and 
Aging report referred to. this changing knowledge as ''soft tiedtoolo- 
gy" for the elderly, necessary in the fight against chronic diseases. 
{ So I look forward to hearing Ms. Damschroder's description of this 

technology in the fight against arthritis. 

STATEMENT OF DEANNE DAMSCHRODER, TOLEDO, OH, THE 
ARTHRITIS FOUNDATION 

Ms. Damschboder. Thank you. Senator Glenn, for the introduc- 
tion. I would like to b^m by giving a little background informa- 
tion and a few facts about this Nation's No. 1 crippung disease, and 
that's arthritis. 

^ Currently, 86 million Americans, and that equals out to 1.7 Ohio- 

ans— 1 in 7 people, 1 in 3 families— are stricken by arthritis. Prob- 
ably everyone in this room knows of someone who has arthritis. 
Membek of the Audience. Me. 

Ms. Damschroder. Yes, you. The term arthritis literally mekns 
joint inflammation. It's a term described to us as rheumatic dis- 
ease. The most common forms are rheumatoid, osteoarthritis, gout 
and lupus. 

Even though women have made much progress against discrimi- 
nation through social and legal reforms, they are still the victims 
of a very disabling discrimination, and this is arthritis. CM' the more 
than 3F million Americans who have this disease, two-thirds are 
women. As many as 7 million people suffer from rheumatoid^ ar- 
thritis. That's one of the most killing diseases. That's 7 million, and 
three-quarters are women. 

You usually think of this disease as striking older people in the 
older years. That's not so. Rheumatoid can strike anyone at any 
time. Currently, there are 250,000 juvenile rheumatoid arthritis pa- 
tients. So you can see arthritis is a problem, yes, of old women but 
of younger women and men also. 

Lupus, which I mentioned earlier, is a particularly puzzling form 
of arthritis. There's about 100,000 Aiaerican women who suffer 
from the disease, 9 times the amoimt of men who suffer from the 
disease. The other form k osteoarthritis. That's the "wear and 
tear" tvpe of arthritis, the kind that most people get with old age. 
That also discriminate against women. 

The effects of arthritis on women are significant beyond th*^ 
vast numbers. Even if a woman does not develop arthritis herself, 
she must often bear a significant burden in caring for a family 
member or loved one who has the disease. 

Because it is a chronic disease lasting a lifetime, it requires a 
comprehensive treatment pr(«ram. That means rest, exercise, 
medication, hot and cold and listening to your doctor. To be suc- 
cessful, you need to start early. You need to see a physician when 
you suspect that you do have some arthritis. 

Unfortunately, due to many misconceptions that maybe it's only 
an old person's disease, people delay seeking treatment. When you 
delay seeking treatment, it gives the disease a chance to progress. 
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If you would have sought help earlier^ perhaps you could prevent 
some of the deformities that may occur later on. Then when people 
do get proper medical attention, they sometimes don't follow their 
treatment programs. Like I said, that includes rest, medication, ex- 
ercise, heat and cold. A lot of them don^t do tins because they 
simply don't understand what they, have, and they don't imder- 
stand, "Why is this doctor making me do .this?" 

So in response to the need for the kind, of factual. information 
about arthritis, the Arthritis Foundation^ in.cpiqunction with Kate 
Lorig at the Stanford Arthritis Center, developed, the Arthritis 
Self-Help Course. This course is a .6-week group education program. 
It meets for 2 hours, once each week^ for 6 consecutive weeks. The 
participants learn information on the disease procei?, what hap- 
pens, what's going on inside their body. Second of all, they learn 
the anatomy of the joints, what go^ where, how this all connects 
with the whole picture. They learn exercises, stretcHing exercises, 
strengthening exercises and the principles behind these exercises. 
Ihey then also get the chance to get right down there on the floor 
in class and stretch themselves out and get thoae m\iscles\working. 

Another thing that we learn in class that has been emphasized 
here is what your medication is supposed to do, types of side effects 
that you should watch out for. Other topics include diet, nutrition, 
the importance of calcium and . doctor-patient relationships, how to 
manage your stress, liow to control pain and how to relax. 

One of the last things that we talk about in our seif-help course 
is joint protection and self-help identification, and I brought a few 
things to kind of show you exactly what Fm talking about when I 
say self-help aids. Joint protection means using that joint in its 
most wise position. 

OK. Let s talk about self-help aids. Suppose you have a problem 
with your shoulder, and you're not able to lift your shoulder higher 
than this. How are you going to reach something on the top of the 
shelf. This is where long handles come into play. I brought with me 
a reacher. No, not a spear gun. It's a simple device where you can 
grab something on a top shelf. It has a magnet on it. It's very inex- 
pensive. It retails for about $12. 

Something else that you can use, a simple device to put on shoes. 
This is an IS-inch stainless steel long-handled shoe horn. It retails 
for about $5. If that's too much, we have the homemade version 
which is a simple shoe horn attached with a metal base onto an old 
broomstick, it works great. 

For people who may have problems eating, built-up handles on 
yor*r utensils are a good item. This is a plastic piece. Many times 
you can get them wrapped with foam which prevents you losing 
your grip. 

Other items in the kitchen are— this is an under-the-counter jar 
opener. It simply fits underneath the counter. When you have a 
jar, slide it in, and open it up. It's quite simple. 

Here's one other item that I'd like to show you. How many of 
you have ever had to fumble with small little nozzles on a hair- 
spray can? This is a small object. It wraps around your spray can. 
The small arm is across here. You can take your arm and spray — 
or your hand rather than using your finger to get at that small 
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nozzla Those are just a few of the items that keep yourself func- 
tioning. Some of the other items Mr. Harootyan mentioned already. 

f Tni sure you've seen the chair lifts on TV where the seat allows 

k you to get out of a chair without assistance. 

Some other items include things tc put on your doorknob so that 
you don[t slip or door levers that you can simply push down with 
your wrist or your arm so that you don't have to put a tight:grasp 

I on something. - 

A couple other items FU just mention briefly are what I call the 
touchtronic lamp. It's a simple device that you can put in a lamp, 
any lamp that has a metal energized surface. You . can toucL your 
lamp, and it goes on. Touch it again, it goes on higher. These are 
relatively inexpensive at any appliance or maybe an electronic 
store. 

Another item is a ramp. There are many portable ramps on the 
market right now that you can simply put up over the stairs, or 
you can get people to construct a ramp for you. . 

These are just a few of the items that you can. make or buy.. If 
you need further information about these types of. things, the best 

Eerson to contact is an occupational therapist. He or she. is the 
ealth professional that takes care of things when people have a 
serious illness or iryury. He or she will help them adapt their home 
so they can continue functioning without outside help. 

Finally, in answer to a quesiton in the audience, Vm going to tell 
you ebout the Arthritis Aquatic Program. There is a warm water 
e^rcise program in a shallow pool of 83 degrees or above. People 
who take part in this program exercise arthritic joints in, this 
warm shallow pool. All activities are designed to increase range of 
motion and so mcrease your flexibility and also help build muscle. 
The program that we run meets twice a week for ^ weeks. In the 
program, people spend 45 minutes in the pool exercising every joint 
from the neck down to the toes. Everv joint that you exercise is 
submerged, and the buoyancy and warnth of the water helps you 
to exercise much easier. It also gives you a chance to interact with 
people who may have similar problems, and that's very important 
when you have a chronic disease, dealing with people, solving prob- 
lems together, working with others. 

With the proper balance of rest, exercise, medication, joint pro- 
tection, heat and cold, relaxation techniques, a person With a 
chronic illness like arthritis can maintain a very productive life. It 
IS important, however, that you be aware of your disease, know 
what you have and follow your doctor's orders. In these cases, you 
can probably continue functioning for many, many years which is 
what we'd really like to see. Thank you. 

Senator Glenn. Thank you very much Deanne, that was excel- 
lent. Bob, I was curious about some of tho things you talked about 
on cells. So let's get back to that for a moment, you mentioned the 
need for research into the process of cellular aging and the various 
theories of aging. I think there are a dozen or more such theories. 
One is the body s own immune system fails with age and becomes 
less immune— it goes haywire and attacks the body's own tissues. 
Another argues that there can be alterations in the corrective tis- 
sues that surround cells. Could you elaborate on some of these 
theories because that's the most basic fundamental issue of all. 
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How do we prevent cellular aging? I guess hearts would not age as 
much, none of our components would age as much unless the ceils 
started giving us trouble. What can you tell us about research in 
that area? 

Mr. Harootyan. Senator Glenn, I preface my remarks by noting 
that biological aging is a complex area that requires considerable 
discussion and expertise. Tliere are many theories of human aging 
and the aging of cells. One group of ^theories is based on a genetic 
time factor, as if there's a biological clock that limits the iBetune 
of cells. One theory is that normal human cells will only duplicate 
a certain number of times and no longer: 

Senator Glenn. Let me ask sometmng. Is it true that brain cells 
do not replace? 

Mr. Harootyan. Yes, as far as we know. 

Senator Glenn. Once brain cells go, that's that? 

Mr. Harootyan. Yes, that's correct. But there are billions of 
bram cells, most of which sunave in the absence of neurological 
diseases such as Alzheimer's disease. 

Senator Glenn. The rest replace themselves? 

Mr. Harootyan. It is not possible to say that all the rest of 
human cells do. But human cells from fetal tissue, skki biopsies, 
arterial muscles, the liver, and other sites have been shown to du- 
plicate themselves for only a finite number of times. The cell popu- 
lation doubling is limited. ' 

Senator Glenn. Go ahead. 

Mr. Harootvan. These findings are based on laboratory cell cul- 
tures done outside the body, or "in vitro." The assumption is that 
the same events occur within the human body, or "in vivo." There 
IS a clear implication, from this thesis, that himian longevity can 
be increased. But current studies also indicate that as people age, 
the number of cell population doublings declines. Dr. Leonard Hay- 
flick has postulated that different animal species have different bi- 
ological clocks, or pacemakers, that determine the maximiun cell 
doublings that can occur. The two types of limitations seem to be 
related to one another. 

Very simply, if you think about a number of replications or dou- 
blings of the cell over time, and if you extend the tune in which 
each cell lives, you may be able to expand the time that those cells, 
taken together, are going to survive. 

That's definitely not a technological explanation for how this 
theory of cellular aging and the limits on replication may apply 
toward retarding the aging process or delaying the onset of dis- 
eases that are associated with age. But one example may help illus- 
trate the idea. Tiie immune system is related to the onset of dis- 
eases. There's considerable evidence that, rheumatoid arthritis, for 
example, is what's called an autoimmune disease: a disease where 
the immune system malfunctions. The genetic programming in cer- 
tain cells breaks down, and the cells are attacked by the unmune 
system itself. If you can reverse this or prevent it, you may delay 
or, better still, prevent the onset of certain types of mseases. 

Therefore, as I mentioned in my presentation, if biomedical re- 
search can develop evidence of these cellular processes related to 
aging and disease, then we can examine ways to reduce or elimi- 
nate the negative aspects of cellular changes and promote the posi- 
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tive aspects. One goal is to assure that the added years of life 
WLuld include added years of good health rather than the double* 
edged sword of increased life expectancy and prevalence of chronic 
diseases that we now have. 

Senator Glenn. That's very interesting. That's one area that we 
need to do a lot of research in. 

Ray, I know you've been involved with this, I believe it's the 
Ohio Solid Organ Transplantation Consortium. How far do we go 
with that? We have a lot of questions. How. far do we go with organ 
replacements and transplants? V/e see heaal; transplants weeldy 
now, and we're talking liver transplaiatsK Wdney j^jwisplants^^ 
Would you comment on that, and, in particular, I am in^rest^ in 
one of the criteria that has been set so that the reqpierit 
anyone over 50 years of age. I didln't know that was sel that way. 

Dr. GiFFORD. That's a bad thing to say here, isn't it? Kidney 
transplants have been done for cdmost 25 years as an accepjked 
form of treatment, and I think that we can say that kidney trans^ 
plant is here to stay. It has beeii effective and has^prplciiged life. It 
has improved the quality of life for patients who^ would have other- 
wise died from kidney failure. The advent of pyclqsporineffor .jpr^ 
vention and treatment has made transplantrtAon of other ofi^ms, 
notably the heart which they've been doing for 15 years, and more 
recently the liver and even more recently the. pancreas more suc- 
cessful. This is due to technological advances, riot only the develop- 
ment of this drug, but other technologies and improved surgical 
skills, that have made possible this type of timsplantation. This is 
in its infanpy like the kidney transplant was -20 yjears'ago.. 

To curtail costs. Governor Celeste recommended that four of the 
institutions in Ohio, Cleveland Clinic, Case Western Reserve, Ohio 
State University and University of Cincinnati go together, draw up 
criteria and make the most of this opportunity to venture into this 
new era of solid organ transplantation. One of the things that the 
Senator alludes to that was decided by this consortium was at least 
initially that we would not accept recipients over 50 vears of age. 
The same is true for donors, and this just tells you that we don't 
want to transplant old organs. 

As people age, cells decrease and as you get older, you have 
fewer cells in your liver, in your kidney and your brain. So you 
want young, healthy organs to transplant, and you want relatively 
young, healthy recipients to transplant them into while you're still 
on the learning curve in deciding whether or not this is going to be 
a useful, viable procedure. I think it is. I think that heart trans- 
plant is here to stay. I think liver transplant is here to stay, and I 
think with more experience we will accept pancreas like we now 
accept kidney transplant. 

There is a limitation in the facilities that are available. There's 
obvious limitation in the organs that are available for transplanta- 
tion. There is not so much a limitation in those who need it, but 
it's not easy to come by a good heart to transplant. There aren't 
many willing donors for that. When you're caugnt between this big 
need and the limitations in facilities and organs that are available, 
then you try to select what we consider the most likely can^Udates 
to get a good result. 
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We started out this way, Senator, with kidneys 20 years ago. We 
wouldn t transplant anybody over 50 years of age. In fact, it was 40 
vears then. Now that we have advanced, we have no age limit for 
kidney recipients. We will transplant a kidney in an otherwise 
healthy recipient 65 years of age or older. 

Senator Glenn. As an aside here, I have had some personal ex- 
perience. Fm sort of a frustrated doctor at heart. I have a good 
fnend of mine who is a heart surgeon, and Fd scrub and go in and 
stand on a little stool behind him and watch the operation. It was 
fascmatmg. The last operation I watched him do was a kidney 
transplant. It was 20 years ago, and, I tell you, it was the most im- 
pressive thing I saw in my life. 

What about advances m the treatment of high blood pressure? 

Dr. GiFFORD. We can treat it. We don't cure it. There has to be a 
^°^°fx.y°" ^^^^ who are taking medicme for blood pressixre, 
and if you don't take it for a day or two and the Wood pressure 
comes up again. So we treat it, but we don*t cure it. We won't cure 
it until we find new drugs. The research in drugs for blood_pres- 
sure is still a big thing m this country, and Fm glad it is. We're 
fmdmg better drugs every year, drugs that don't have as many side 
effects. You know what I mean about side effects from the blood 
pressure drugs. We can control 90 percent of all patients who have 
hypertension now with one or a combination of drugs. 

The big problem is identifying the patients withhypert^tision. It 
doesn t cause any symptoms— lots of times until it causes a stroke 
or heart failure; you don't know it's there by the way you feel. 

So it s important that people have their blood pressures meas- 
ured to find out if they're m the silent phase of hypertension 
before the bad things happen. That's the time to find it and treat 
it. . . " 

The other thing is to stay with the medication. Some people say 
that compliance is a problem. Some say it's a problem with elderly 
more thpn it is with yoimger people. I don't believe that. I've got 
some elderly patients who comply very well. I mean that they do 
what the doctors tell them to do better than the younger people do. 

Senator Glenn. This is important Medicare doesn't cover hyper- 
tension; is that correct? 

Dr. GiFFORD. It will cover the examination to make the diagnosis 
but it won t cover the drugs. That's for sure. It pays for the office 
visits, and it pays for the exammation. The screening itself depends 
on where the screening is done. Most screening is done probably 
outside the physician's office now. There are so many places now 
mat you can get your blood pressure measured. The Ited Cross, the 
Heart Association, and a lot of senior citizen centers have blood 

Eressure screening programs. Airports and shoppmg centers even 
aye machines. A lot of screening is done outside the doctor's 
office, and then it's importajit for the person who is found to be 
hjmertensive to find meoical care. 

Senator Glenn. Deanne, one question and I'll turn it over to 
Marcy for questions. You talked about adequate prevention. I'm 
particularly interested that vou said some people delay seeking 
treatment which could have been preventive. Vfhat can people do 
to prevent— I don't have arthritis. What can I do to prevent it? I'm 
gettmg to the age that I should have it. 



59 



r 

! 56 

Ms. Damschroder. At the present time there is no known cure 
for arthritis. When I say prevent, I mean when you suspect that 
^ you may have some type of arthritis, for example, you're experienc- 

l ing swelling or redness in a joint that's persistent, it's important 

you see your physician right away. He can, get you on a treatment 
program that includes medication, rest, exercise and joint protec- 
tion. The combination of these things may help ^prevent ftuther 
joint damage and crippling. That would be the proper way to, pro- 
ceed once you suspect you have it. As far as what you can do gener- 
ally to just prevent it, since, we don't know the exact cause, it 
would be very difficult for me to say, "If you do this, you won't get 
arthritis." 

Senator Glenn. Thank you. Marw? . , > 
Congresswoman Kaptur. Mr. Ilarootyan, -I was interested in 
your comments on that Social Security card and that there be some 
centralized way of finding out what medication people take, either 
prescribed by a set of doctors or over-the-counter prescriptions that 
people buy because I was going to ask the audience-r-Fm curious*. 
In talking to senior citizens groups, I have found that people feel 
their friends are over medicated or have old! bottles of puis and 
have added to new bottles of pills, and they take all this stuff 
which they really don't know what it will do to them. Maybe they 
see three doctors rather than one doctor, and they don't know the 
cumulative effect. I wanted to get a sense from the audience. How 
many people think that the problem of over-medication or not un? 
derstanding what drugs do to you is a problem for you or somebody 
in your family or one of your friends? 
[Audience indicates.] 

Congresswoman Kaptur. See, I think that's a big problem, and I 
don't really know what to do. Row would one encourage that at the 
Federal level? Could you go into— it sounds like it would get only 
the over-the-counterprescription drugs. 

Mr. Harootyan. Tne pharmacy-based system would only include 
prescription drugs. It would not show the use of over-the-counter 
drugs. Earlier, I mentioned the idea of a magnetic strip to keep 
such records. A lot of you are familiar with bank cards used in 
automatic teller machines. These cards have magnetic strips on 
which hundreds or thousands of pieces of information are stored, 
including an individual access code number so that you C8m do a 
banking transaction. The same principle can be applied to pharma- 
ceutical records. Just like any credit card or bank card, a pharma- 
ceutical or medical record card could be carried that contains all 
vital in^'^rmation about the person. Microchip technology permits 
literally thousands of pieces of information to be stored on one 
magnetic strip, including information on medication. It will not, 
unless somehow entered oy the consumer, include over-the-counter 
medications that people purchase and consume. 

This is a very important factor that I failed to mention earlier. 
It's not just prescribed medications that can be the problem. It's 
often the combination of prescribed drugs with over-the-counter 
ones that lead to harmful drug interactions. The implication, in 
lieu of the "smart card," is to at least be sure that persons who are 
involved in your health care, especially physicians and pharma- 
cists, know about every kind of medication you're taking, especially 
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drvL^'^^ seeing more than one physician or using nonprescribed 

Congresswoman Kaptur, I'm on the Veterans' Affairs Commit- 
tee, and one of the problems we have seen is a lot of our veterans 
vmi go out here to the veterans' clinic and get prescription drugs. 
Lhey may also have a physician on the outside, and in our medical 
systeni you really depend on the patient to be the policeman to tell 
you what they take. BeUeve me, they don't. You should see the let- 
ters I get. Sometimes there are mix-ups, and people get all this 
medication mside of them; and the consumer really has to be 
aware of what *hey're doing with all these drugs. 

Mr. Harootyan. Dr. McGreevey also mentioned that treatment 
somebmes creates a problem. One of those probleins is falls, which 
are often due to dizziness and fainting spells. Sometimes, improper 
combinations of over-the-counter and prescribed drugs make elder- 
ly peraons diz^, r«iuce their dexterity, and limit their mobUity. 
buch falls m the elderly can lead to very drastic consequences. It's 
an extremely important prevention issue. 

Congresswoman Kaptur. If you could, from a policy standpoint, 
please comment on the present coverages of various kinds of medi- 
cal services that we have talked about today provided by health in- 
surers as well as Medicare. If you were to identify the biggest gaps 
m the existing system for many of the issues we have talked about 
today or your own frustrations as a physician, if you could tell the 
people m Congress how to make it better, please do so. 

Dr. GiFFORD. Thank you. Thank you. 

Congresswoman Kaptuk. If anybody else on the panel feels com- 
pelled to reply, go right ahead 

Dr. GiFFORD. This could take a whUe. As a matter of fact, I have 
a little problem with Medicare. Many of my patients are under 
Medicare, and the tendency— I don't have to teU you this— the 
tendency is to save money on Medicare, and Medicare is definitely 
being cut back. The doctor is caught in the middle with a freeze on 
his tees; the next thing will be mandatory assignment which means 
the physician must accept whatever reunbursement the Govern- 
ment decides to give him/her. Fees are already so low that if we 
were to mandate this, I think a lot of doctors would go out of the 
business of caring for elderly patients. 

Medicare started out as a fine thing. It promised something to 
everybody 65 years or older, and it really hasn't done the job. It 
doesn t pay for tho drugs. Obviously, this may be a minor thing 
compared to the total health care burden that Medicare carriel 
Ihe drugs are a small item, but it isn't a small item to the patient 
who has to take three or four drugs; and it can be a barrier to their 
compliance. 

It doesn't cover general examinations which might pick up a dis- 
ease earlier. It does not pay for a routine mammogram, for in- 
stance, yet a mammogram is the best and surest way to detect 
breast cancer while it's potentially curable. Medicare is cutting 
down on reimbursenient for hospitals through DRG's, as you know 

We haven t talked much of hip replacement. In England you 
can t get a hip replacement under government health insurance if 
you re 60 years of age or older unless you wait for a year or two. It 
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diminishes the quality of life. You can't get a kidney transplant if 
you're over 55 in England, and you can't get dialysis 

Member of the Audience. That's not true. My brother-in-law 
was 65, and he had a kidney transplant 3 years ago. 

Dr. GiFiX)RD. Where? 

Member of the Audience. In England. 

Dr. GiFFORD. That's very unusual, very unufaual. No coronary by- 
passes for elderly people. This is the general philosophy m Engf- 
land, and that's what we call rationing of health care; and who 
gets rationed out of it? You do. This reafly bothers me as.fay as, the 
effort to tighten the budget on Medicare. I, admit that there was a 
lot of fat in hospital operations, but. I tHink that's gone now. From 
now on, it's goine to be rationing^rvices. 

I've told you about Medicare. The other insurances tend to follow 
suit. The private carriers tend to follow suit 5 years after the Gov- 
ernment makes their move, and, in fact, this will eventually be 
true for all of us who are insured under private insurers. 

Congresswoman Kaptur. I wanted to ask the audience a ques- 
tion. How many people here are presently on Medicare? Raise your 
hand for me. 

[Audience indicates.] 

Congresswoman Kaptur. OK. Of that group, how many of you 
also have sujjplemental insurance of some Kind? 
[Audience indicates.] 

Congresswoman Kaptur. You would be surprised how many 
people don't know whether they have it or not. 

I wanted to also ask Deanne on arthritis. You just gave an excel- 
lent presentation. You taught all of us a lot, including me. My 
mother has a form of arthritis, but what are your frustrations in 
your job? We have a large group of people, several hundred people, 
and you like to reach people who need help. You probably reach a 
small percent of the people that need to be reached. How can we 
make your job easier? 

Ms. Damschroder. You could make mv job easier by promoting 
health care and what we do with our self-help course. Make people 
aware of preventive medicine, the things you can do, the steps you 
can take, the places you can go to receive proper medical care. 
There are so many people who call our office ana are so uneducat- 
ed about the rheumatic diseases and about where to turn for help. 
Those calls are mainly from seniors. They need to know where to 
go, and we need more places for them to turn. I don't know how 
many calls we receive m a month for assistance with medication. 
That has to be one of the biggest requests we receive at our office. 

I would like to see more education about arthritis and other 
chronic diseases, more education available to the public, free of 
charge if possible and more funding for research into the cause, 
prevention and cure of arthritis. 

Congresswoman Kaptur. Thank you. 

Mr. Janis. I think what Deanne just had to say in answer to 
Marcy's question, of course, brings up a point from my standpoint. 
In order to bring about that which she speaks of, we depend upon 
the Older Americans Act, and I'm sympathetic with what Dr. Gif- 
ford has to say about research — I served on the board of the Na- 
tional Institute on Aging. So I realize the unportance of proper 
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funding, adeauate funding, for basic research— but we also need 
adequate funding to cover those things that have been pretty much 
the topic of each of the paneL js. That is preventive measures 
today. 

The Older Americans Act which Conwess created 20 years ago is 
one of our basic American documents. To me it's equal to theDec- 
Iw-ation of Independence and to the Constitution of the United 
States, for withm it Congress mandated the kind of responsibility 
owed to older Americans by the Congress, the States and the locfd 
subdivisions. 

Mr. Harootyan, Fd like to ask ycu this question by reason of 
what you so well presented with respect to technologyi We all 
toow we talked about assisted living, et cetera. This information 
that you just gave us, do you make it available to each of the Mem- 
bers of Congress, or are you restricted by reason of your position.in 
the department of which you are a part? 

Mr. Harootyan. No, quite the contrary, Mr. Jaiiis. The Office of 
lechnology Assessment is both bicamerfd and bipartisan as reflect- 
ed in the composition of its Board. In fact, I believe it has a fine 
reputation for being objective and not poUtical. The objectivity of 
our work is quite well-protected in that regard, and because are 
an agency of Congress, our mission is to provide information in re- 
sponse to congressional requests and interest. That's why at the be- 
^i?"^?^^ opinions I exprebs>are not nacessarily those 

of the OTA staff or members of the Technology Assessment Board. 
i/lA supports Congress work by providing as objective and clear 
analyses of issues as possible. We provide summaries of all major 
reports to every Member of Congress, both the House of Represent- 
atives and the Senate. Full reports are automatically delivered to 
the requestmg committees and their members, and to any other 
Congressperson who requests one. Complimentary copies of the 
summmes are also available to the public, in our efforts to pro- 
mote the mformation m as widespread a manner as possible. The 
full reporte be purchased by the public from OTA or the U.S. 
Government Printing Office. 

Senator Glenn. If I could comment on that. I think the only 
^?nyf^^' . holdup, is if I commission a study at OTA, I get 
advance as a general rule; is that correct? 

Mr. Harootyan. Yes. The congressional staff and requesting 
Congressmen don't see our work before we finish it. 

Mr. Janis. I was interested in that because one of my concerns 
h^ been that there hasn't been any increase in funding for the 
older American. We re talkmg about all the preventive measures 
which m the long run are money-saving, and yet we don't get ade- 
quate fundmg. I know individual Members of Congress are inun- 
dated with mformation, but yet I was interested in this one par- 
ticular phase of it. ^ 

The other question I wanted to ask of you, and it's germaine, in 
your openme comment you made about our ranking 14th in death 
mortality, why? Do you know? We're so used to saying America's 
number one, two or three. 

^^^^^S^f^^^^ United States ranks about 15th in infant 
mortality. That s the measure for deaths in the first year of life, 
where the greatest risk occurs, except for the very oldest ages. 
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After age 75, the rate approaches and surpasses what it was in the 
first year of life. During this century, we have done very well in 
reducing the mortality risk in the first year of life; but we have 
accomplished very little at the other end of the life span. We're 
now seeing the frontiers of increased longevity at the older agep. 
The reason for the reductions in- infant n>ortality have primarily 
been improved public hygiene and health, better control over fertil- 
ity, and improved maternal care and prenatal diagnostics. Some 
segments of the population still don't get the kind of ^p^enatial and 
matem^ care thars necessary, and the .educational effort b rack- 
ing. For example, smoking is a:risk' factor in premature* birth, prob- 
ably the greatest risk factor to lives of babies^ Yet enough women 
don't hear about such risks and should be betteir^ckiucated in what 
they can do to reduce or prevent those risks; 

Ab an added thought about smoking, it should be.^noted; that for 
the first time, this year we expect lung' cancer to surpaiss breast 
cancer as the leading cause of death from cancer in women. Sinaply 
stated, women's smokmg habits have caught up with them. But 
you can change those detriments at any age, and the evidence is 
clear of what we have to do. 

Mr. Janis. Only one other comment, Senator Glenn, and that is, 
as Billie Sewell Johnson mentioned this morning in her presenta- 
tion, the reduction in Federal funding or at least rhaintainmg them 
at previous levels has meant that there's been a stronger effort to 
get the private sector involved, which to some degree has been 
helpful. ' , , , 

I just wanted to mention a physician who was instrumental in 
the development of the American Heart Association and now is in- 
volved in the private sector in aging research. Dr. Wright 3 years 
ago took it upon himself to establish the American Federation for 
Aging Research which you're going to hear more about because 
their intent is to create chapters ttiroughout the country in the 
same manner as the American Heart Association and American 
Cancer Society do at the present time. I think as a result this will 
give some stimulation to aging research and demonstrate the im- 
portance of the private sector. 

Senator Glenn. Thank you very much, Martin. We're way over 
on time, and we promised you a few questions. 

Member of the Audience. Promotion, prevention, I think you 
covered that real well. Financing, home health care for those who 
can't afford it for home health aids, serve the education of the 
health professional to do better jobs. 

I have not heard the discrimmatory practice that you currently 
have under the DRG system. It discnmmates against the aging as 
to the average that's going to be admitted. There is no comfort that 
we have in that there is a committee vO change DRG structure. 
This structure itself is a problem, and we in turn I think need to 
have a whole meeting of this kind to look at the needs of the elder- 
ly who possibly were not admitted. Nursing homes have been 
having to take care of them, and we need to have a way in which 
we can revise or throw out the concept as the payment mechanism 
for our condition. We've been mandated now that next year physi- 
cians are going to be paid out of that amount of money for their 
physician fees. There's no mechanism to code the material that 
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we're currently using. I realize that the time is late, and I just 
wanted to get that on the agenda and see what we're 

Senator Glenn. Would you please identify yourself, sir/ 

Member of the Audience. Morton Blackwood. 

Senator Glenn. I just wanted to make sure that they know 
you ve looked into this in some depth. Would any of you'^care to 
comment on this DRG situation? . 

Mr. Harootyan. I have one qtiick cdmmeht.^The DRG's are a 
cost-saving effort, an effort £o ;control the rapid high increase in in- 
flation of medical costs. For that'reason DRG's may ^cliscriminate 
against the elderly. Those with more conaplex^imd long^tienn condi- 
tions, or conditions difficult to diagnose,, may be lesslfikelx to either 
be admitted to the hospjtal or be kept' for treatment Hecaiiro the 
hospital might lose money on that admisBibn: One .dang^r of the 
prospective payment system and DRG's is, the po^ibilitjr .that hos- 
pitals may seek to get the best reimbursement available by selec- 
tive admission and treatment. , . 

It should be noted thai the United States is the only developed 
country that specifically separates the elderly from other age 
groups in terms of subsidizing health care. Most^ every country in 
the world that provides a system for health, care, the elderly get 
assistance. So any system that is developed by our Government to 
control costs in health care will initially be targeted at Medicare 
and then at Medicaid, which is targeted Zjward low-income persons 
of all ages. 

Perhaps you're right, because there is recent evidence that elder- 
ly patients are being released earlier and, therefore, need more 
supportive care in the home or murl be readmitted to the hospital 
soon after their release. 

Member of the Audience. I wanted to make the comment about 
Medicare. If they do not pay, and I refuse to pay, then you're stuck 
with medical insurance that refuses to pay also. So you have to pay 
it off. 

Senator Glenn. That would vary, 1 guess, from one type of sup- 
plemental policy to another 1 would presume. 

Member of the Audience. I don't know. Some of them. Blue 
Cross and Blue Shield. 

Senator Glenn. We have time for one more. 

Member of the Audience. I want to comment about the security 
for medication. At the Ohio Department of Health, through the 
clinics, we have in our Senior Programs where we have medical 
clinics or nurses available. There are medicine cards available in 
Ohio that can be given to the patient. They can be educated, and 
you have to coordinate this with your pharmacists in your commu- 
nity; and I'm from the Sandusky County Health Department. What 
we do in our clinics is for each patient we mark all the medicines 
that are prescriptive drugs and all that they have over the counter, 
and then the patient is advised to give this to the drugstore, no 
matter what drug store; and the pharmacist will tell th'^m when 
they buy an over-theKJcunter drug whether it will counte.^ct with 
the medications they're taking. Maybe we can do something liki? 
that in the meantime. 
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Congresswoman Kaptur* Thank you very much* Do we have 
those cards in Lucas County? Would you send me a copy of one 
those, ma'am? . 

Member op the Audience, Yes. 

Senator Glenn. One more, then we'U quit 

Member op the Audience* In that, same vein, we hav&' heird 
quite a bit from our panel about the, interaction of. dri^ as,ihey 
affect our elderly physically, but I.'ji.like' tq hear iirom &, .Gifford 
about how these drugs can have our elderlirjap^e^ 
interact and have them viewed senile by their famiUas. w 
doctors, when actuaUy it's diiig interaction^ ; ; ' /^V • • 

Senator Gleni*. The question was that Bome of the dn^ interact 
tions get to the point where Jt makes the elderly appear seniie 
when they're not if they weren't on the ^rugs. SbB, wanted Dr. Gif- 
ford to comment on this. ^ -« - v • ; - 

Dr. GiPFORD. That's an excellent question, anli';it does fiappen; 
and it's a so-called side effect that we see. It may to the side effect" 
of a single drug. We have to be very careful of this. It.can alio be 
the result of drug interaction. Often the physician really doesn't 
know everything that the imtient is taking— and, as I said;before; 
this frequently happens with imtients wno buy over-the-counter 
remedies and add them on to three or four pi^fiicnribed medications. 
They forget and think they really aren't medicine^; if you can buy 
them in the drugstore— it can very likely happen. This is one of the 
things we must always think about They have ^a sudden chwge in- 
personality. They appear to be becoming senile. ' y 

Senator Glenn. I pointed out the woman back here who has 
been trying to get my attention. Just one more, and this honestly 
will be it. 

Member op the Audience. I'm interested in having an answer to 
this. We have all of our technology .to perfect all of these great op- 
erations, heart transplants, kidney transplants, et cetera, but it 
^akes an entire commimity to turn out to raise the money to keep 
one person alive. Our medical society in this country has became :!o 
money conscious that they have put a dollar sign on your life and 
mine. What are we going to do about it? 

Senator Glenn. Well, does anyone want to field that one? 

Dr. GiFFORD. I guess that's directed at me. 

Senator Glenn. I'm not going to field it. I know thau 

Dr. GiPFORD. I think the;t physicia-is get a lot of blame that they 
really don't deserve. Physicians do not run hospitals. Sometimes 
hospitals nm physicians, but physicians do not run hospitals; and 
many times in the kind of cases you're talking about, it's the hospi- 
tal bill, not the physician's bill that creates the jproblem. 

I'd like to have you know that in Cleveland, OH, the Academy of 
Medicine took the lead to provide medical care free of charge for 
unemployed citizens of Cleveland, and we're still doing that. I 
think a lot of times the doctors get a bum rap. Physicians are usu- 
ally conscientious about their fees, although I realize that there are 
some doctors that do take advantage of their patients. 

Senator Glenn. We need hours to discuss that one. I think the 
fastest growing costs are the hospital costs. There have been some 
efforts in some States— Maryland is one— where the hcapitals 
submit their budget for the coming year for the State organization 
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nA?P^'^°^®' required, and that prevents everyone wanting a 
OAT scan and tries to hold down some of the expenses. Peer review 
IS another way of doing some of these things. I think the doctors' 
cost ot it overall averages out to, what, 20 or 25 percent, and the 
growing medical costs have been the costs of running a hospital. 
This goes back into all the things that the hospit/il has to provide, 
how much they pay their people and so on. 

?° answer to it, and we have a series of heanngs on 
this. Has that been printed up, Diane? If it has, if you could come 
up, we U get your name and address. We will try to send you a 
copy. J » 

We have to end here now. I want to thank our witnesses. We've 
gotten into quite a number of issues. Some of our future hearings, 
as I mentioned in my opening remarks, will include some of the 
environmental impacts on health, accident prevention, and thines 
such as that. ^ 

Another important issue which I wish we had touched more on 
today was something that Mr. Harootyan had in his ststement 
ihis 18 how we set up in this country a coordinates eystem of com- 
munity-uased health and sodal services and healtJi ser^^ces. This 
was an issue that was the subject of the first Agicj Commi«se 
hearmg that I held in Ohio that was in Qeveland in 1977. We all 
know we re a long way from providing the necessary and appropri- 
ate assistance in care of the chronically ill and elderly. 

Today s hearing has been very interesting to me, and I want to 
thank aU of you for coming; and in particular I want to thank our 
panebsts who have done such an outstanding job. Thank you all. I 
hope you 11 avaU yourselves of the opportunity to get some of the 
literature. Please fill out the yeUow sheet and leave it with one of 
the people. Thank you very much. 

(The hearing was concluded at 1:30 p.m.] 
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MATERIAL RELATED TO HEARING 
Item 1.— Second Opinion 
is ten percent enough? 
(by Ray W. Gifford. Jr., MD) 

As I look back over the many events that have occuned in the year since we last 
met here, I am most proud of Project '83. This program has demonstrated in a very 
real way the human concern and compassion which has traditionally characterized 
the medical profession. 

In this day and age it isn't often that the medical profession is treated kindly by 
the media. We are often unfairly portrayed as being selfish, insensitive and 
preedy-accusations which Project 'SS and similar programs throughout the naUon 
have eloquently refuted. 

Much of the past year has been devoted to problems related to the rising cost of 
health care. The Academy of Medicine is participating with industry, the Greater 
f Hosijital Association and representatives of third party carriers in the 
Utilization Review Coordinatmg Council (UR(X) to monitor hospital utilization. We 
are also involved with industir. labor, hospital associations, and growth associations 
in the Greater Cleveland Voluntary Health Planning Association to review and 
make appropnate recommendations regarding expansion and/or building of new 
acute care facilities in this area. 

Another resuit of the universal desire to contain health care costs is the competi- 
tive movement in the delivery of health care services that threatens our traditional 
modes of practice. I refer to the IPA. the HMO and the PPO. Solo practiUonera are 
scurrying to take refuge in such systems to protect their practices, and riiulti-spe- 
cialty groups are seeking to establish linkages with other hospitals and group prac- 
tices to insure a referral pattern. 

The medical profession is blamed by the government, by industry, and by the 

Press tor rising costs of medical care— even though much of it is beyond our control, 
hysicians services account for only 19% of the national health caro pie. Physi- 
cmns fees have increased slightly more than the consumer price index (CPD over 
the last 10 yeare. but due to increasing overhead, net income for physicians has not 
kept pace with inflation. 

But there are others who must sliare the blame for the uncontrolled cost of medi- 
cal care. To the extent that the escalation of health care costs is due to inefficient 
management and bu. -ness practices of hospitals, they are to blame. To the extent 
that escalation of health care costs is due to the litigious climate and patients* (de- 
mands for extraordinary and questionably necessary services, the public is to blame. 
10 the extent that escalation of health care costs is due to enormous and outlandish 
judgmente in professional liability suits, the courts are to blame. To the extent that 
escalation of health care costs is due to Illation that has fostered a surplus of 
physicians and hospitals, has mandated minimum benefits in insurance contracts 
and has established a bureaucracy in each hospital to comply with regulations, the 
government is to blame. To the extent that labor continues to insist on first dollar 
coverage, they are to blame. To the extent that reimbursement formulas by third 
party carriers have provided incentives for use of high cost technology over cogni- 
tive services, and for hospitalization over outpatient care, they are to blame. 

Nevertheless, it is we. as physicians, who are the "gatekeepers" to the hospital 
which aax)unte for 41% of the health care pie. and to the myriad diagnostic and 
therapeutic procedures which have contributed to the escalation of health care 
costs. It IS we who decide when a patient should be hospitalized and for how long; it 
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is we who decide if a patient should have an operation or be admitted to the inten- 
sive care unit; it is we who decide if a patient should have a CT scan, endoscopy, 
coronary angiography or dialysis. It is we who prescribe drugs. 

Therefore, we must accept our share of the blame for rising health, care costs 
which in 1982 exceeded 10% of the gross national product for the first time. For 
reasons that aren't readily apparent, some economists believe that, this is too much. 
However, relatively, it ie no greater than health care expenditures in West Gemia- 
ny or Sweden and only slightiy moreithan in th«,Netherlands and France. Are jobs 
provided by the health care mdustry any less desirable than those provided by the 
automobile or steel industries? Why is it a sign of economic decadence if a cxiuntry 
chooses to spend more on health care and less on something else?> 

To the extent that the escalation of health. care costs is. due io inappropriate use 
of hospitals, procedures, physicians' services, and drugs, we are^tp blame. 

But there is a limit to cost savings that can bis achieved by more appropriate utili- 
zation of hospitals and the tightening of hospital fiscal policies. When the ''fat'' has 
been squeezed out, further savings will neceiarily encroach upon quality of care for 
the American people. 

Ckwt containment efforts by the government, by the industry and by third party 
carriers are alwavs implemented with a passing reference to maintenance of quality 
of care. More and more this is just lip service as cost containment becomes the over- 
riding concern of federal health planners, health economists, and industry and third' 
party carriers. ^ 

Only physicians can judge quality of care. That is why it is so crucial that physi- 
cians participate and have input at all levels in the efforts to contain costs, from the 
halls of congress to the local utilization review committees. ^ ^ 

The aimual cost of medical care to the American people has increased enormously" 
from $26.9 billion in 1960 to $287 billion in 1981. This represents an increase from 
5.3% to 9.8% of the gross national product. What have they received for this consid- 
erable expenditure? T ^ 

I would answer tliis with the self-«erving but true statement' "The best medical 
ca^e in the world." But how to measure this? Infant mortality has decreased in this 
country from 26 to 11.7 per 1000 live births in the last 20 years. Average life spuan 
has increased from 69.7 years in 1960 to 74.1 years in 1981 (69.9 years for men aiid 
77.6 years for women). Death rate from stroke has declined more than 40% and 
death rate from heart attack has declined by 30% in the last 10 years. Overall 
death rate has declined by 25% in the last 20 years. It is estimated that in 1978 
alone there were 350,000 fewer deaths than would have been anticipated had the 
trend in cardiovascular mortality rate of the 1960s continued into the 19708* 

Prolongation of life would seem to be a desirable and a worthwhile accomplish- 
ment But it increases the cost of medical care! For each year we add to the life of a 
65-year-old person, *e add $2,200 to total health care expenditure. There are now 
more than 25 million Americans 65 years of age or older and with each of them 
living longer, the cost of medical care increases. I hesitate to mention this, lest it 
might suggest to some bureaucrat in HCFA a macabre solution to the problem of 
M^care expenditures. 

Intensive care units are expensive and some question their cost effectiveness. 
Twenty years ago, only 10% of U.S. hospitals with 200 beds or more had ICUs. 
Today 99% of hospitals have ICUs— totaling 68,500 beds. The cost for an ICU bed is 
approximately four times greater than costs for an ordinary hospital bed. ICUs ac- 
count for about 20% of all hospital costs, or 1% of the GNP. It is estimatet^ that 1.1 
million patients with acute myocardial infarctions were treated in coronary care 
units in the United States in 1977. Since che advent of coronary care units, the mor- 
tality rate for acute myocardial infarction has declined from 26% to 15%. 

1 know of no health planner, governmental oiticial, industry leader or critic of our 
health care system who was refused admission to a coronary care unit when seized 
with a crushing chest pain that brings perspiration to the forehead and a feeling of 
impending doom that eclipses all concerns about cost. 

Coronary bypass operations were unheard of 20 years ago. In 1981, 159,000 such 
operations were carried out in tb'> United States at a cost of over two billion dollars. 
It is impossible to estimate how many lives have been prolonged and how many 
people have been rehabilitated by this operation. 

The health care bill paid by the American people has not only purchased a longer 
life but also a more productive, happier life— that intangible known as quality of 
life. Measles, mumps, whooping cougn, polio, diphtheria, scarlet fever and tuberculo- 
Bis have almost been eliminated. Thanks to modem eye surgery including lens im- 
plants, corneal transplants, vitrectomy and laser therapy, the blind are made to see 
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and through the miracle of joint replacement the lame have been made to walk 
again. 

Renal transplantation and hemodialysis now cost the nation over 1.5 billion dol- 
lars a year but more than 60,000 people owe their lives to these modalities which 
were considered investigatnnal 20 years ago. What health planner or economist or 
bureaucrat would prefer to die of uremia rather than avail himself or herself of he- 
modialysis or renal transplantation? Although I have already acknowledfeed that 
some cost savmes can be achieved by more appropriate utilization of hospitals and 
technical procedures and better fiscal poHcies in the management of^hoepitals, I 
submit that the American people have reaped tremendous benefit for their health 
care dollar. 

In a very illuminating but so far unpublished treatise on 'The High Cost?? of 
Health Care--Would You Like a Roanng 60s Ck)ntract?" Dr. Richard Sabransky 
only h^f facetiouslv calculated that Medical Mutual could offer a "Roaring SOs^' 
contract, worth ?8.30 per month in 1950 at $24.86 per month in 1982 doltos. Of 
course it would cover only those benefits that were included in the 1950 contract 
He l\st8 some 45 benefits that wouldn't be covered by the Roaring 60s contract be- 
cause they weren t even in existence in 1950. Some of them are: care in surgical and 
medical intensive care units, coronary angiography, coronary bypass, CT scans, digi- 
tol substraction angiography, hyperalimentation, cardiac rehidbUitation, endoscopy, 
noiier monitor, marrow transplant, cryosurgery and transluminal angioplasty. Who 
wante a Roanng 50s contract at $24.36 a month when for $68 a mon^ you can get 
all of these additional benefits and more? ^ . © 

l: IS ea^ for the bureaucrat in Washington to write r^ulations that limit reim- 
bursement to hospitals for Medicare patients by imposing DRGs. It is easy for utili- 
zation review organizations to decide in retrospect that a patient with abdominal or 
ch^ pmns should not have been admitted to the hospital or that a patient who is 
under observation for a fever, oi unknown origin or changing neurologic signs is log- 
ging a nonacute day." It is easy for the health planner or the leader of industry to 
tell us that we should practice more cost effective medicine— which means that we 
dont order any tests or procedures that are unnecessary but that we order all of 
those that are! 

It is not so easy for a conscientious physician who has the responsibility and con- 
cern for his patients to decide which patient with chest or abdominal pain can be 
safely observed as an outpatient and which should be admitted to the hospital. It is 
? \^ ^ patient with osteoarthritis and poorly con- 

trolled diabetes can safely go home following a bout of pneumonia, even though he 
or she has overstayed the allowance for the DRG. It is not so easy to decide when a 
patient with atypical chest pam should have a stress test. If the physician orders it 
and It IS normal, he may be accused of being an "elaborate provider." If he doesn't 
order it, and the patient drops dead the next day, '^-^ may be sued. 
in^^^P^fu'^n^^ to contain the escalation of health care costs within the magic 
iu% of the GNP or within the lumtations of the consumer price index will sooner or 
later impinge on qualify of care. 

A ^^^technologjj, labor intensive service industry ^cfa as health care cannot be 
restrained to the CPI without eliminating services or rationing care by limiting 
access or providmp ^ .vo tiers of medical care whic^ j repugnant to all of us. 

i recall the early aays of renal transplantation when reimbursement was not pro- 
vided by the government or third party carriers. The board of governors at the 
Ueyeland Clmic agreed to subsidize transplantation for 10 patients a year. A com- 
mittee appomted to decide which 10 of the scores of candidates for this proce- 
dure would be selecte;!. All had end^tage renal failure and were doomed to die 
withm a few month;? if thoy weren't transplanted because we didn't have adequate 
facilities for nv^vjUnance dialysis. I do not want to go back to those days. I, for one, 
do not ever a-m want to choose who shall live and who shall die. Yet rationing of 
care means just that, m England. Under their system of government medicine, it is 
an unwritten but 8elf;enforced rule that patients over 65 years of age dying of renal 
failure are not offered maintenance dialysis. °6 / 6 ^^^^ 

When health care is rationed, who will decide which patients crippled with pain- 
ful Mteoarthntis will have hip or knee joint replacement and which will not? Who 
will decide which blind patients will have sight restoring cataract sui-gery or corne- 
al transplants? Who will decide which patients with life-threatening arrhythmias 
will have pacemakers implanted and which will not? Who will decide which pa- 
tients will be admitted to coronary or neuroi(^c intensive care units and which are 
u) be denied the chance to live in the name of cost containment? 

Further breakthroughs in diagnostic and therapeutic technologies are jeopardized 
by unreasonably stringent cost containment efforts. What of nuclear magnetic reso- 
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nance which promises to be greatly superior to the CT scan in some of its diagnostic 
capabilities? Are hospitals going to find it impossible to ac(^uire NMR equipment? 
Positron emission tomography promises to open a new vista mto the Pj^iolW 
pathophysiology of intact human organs but will it be too costly? What of Jieart 
transplantation which is now where renal transplantation was 20 years ago? And 
the artificial heart? Shall further investigation of this be abandoned?^ >. 

Research and development '^f new, less.invasiye methods of visualizing coronary 
arteries may eventuaUy replace corontury . angiography i and the laser m^r^naplace 
coronary bypass surgery; but research and dev^opment of this tedmoloj^ will be 
expensive, perhaps too expensive if we are to cdntidn^hecdUiiCf^ costs witBn 10% 
of the GNP advocated by some. x^.- ; 

We must realize that bur resource j are finite and uie, time inayrcome-^r/may 
already bo here— when we simply can't afford the explodilM^techh61o^Hr which ^rm^ 
isee us an even healthier future, but that decision should ne m^e bv^qur;patient8, 
the American people—not by bureaucrats, industrialists and health plaimers. 

Our profession is under attack, our traditional mpdw of pracUc>e are being chal- 
lenged and changed. The very existence, of some hospitals is being threatened The 
health care industry is at the crossroads: ^ ^ i-j ^ ij 

But from every crisis arises an opportunity and a challenge and I am coimdent 
that the medical profession will seize this opportunity and rise to this challenge-^ 

We can and will practice more cost effective medicine without jeopardizing qual- 
ity. . 

We can and will work with hospitals to hold down costs by more appropriate utili: 
zation practices. 

We will continue to practice self restraint in our fee schedules. 

We will not let quahty fcU victim to indiscriminate cost containment. , 

We will resist attempts to ration medical care or to establish a two-tier systena of 
medical care. . . - 

We must inform our patients about the risks of stringent cost contamment 
Nobody else will. 

We will continue to be the patient's advocate— because it is the Amencan people 
who stand to lose most if efforts at cost containment are not skillfully, judiciously 
and sensitively applied. OSMA 

Item 2.— Statements SuBMrrrED by the Hearing Audience 

During the hearing, a form was made available to audience members who wished 
to make comments and recommendations but were unable to testify because of time 
limitations. The form read as follows: 

Dear Senator Glenn. If there had been time for me to testify at today's hearing, 
"Prospects for Better Health for Older Women," I would have said the following: 
Following are excerpts from the over 250 replies received: 

As president of the Toledo Che ^er of the National Organization for Women and 
as a social worker in the service to the elderly, I am well aware of the roots of poor 
health care, standards of living, and economic deprivation of women who are elder- 
ly. Women who are aged are experiencing a far greater poverty than men, relying 
on state aid— a very inadequate means of addressmg women's health care problems. 
Women are economically oppressed through labor discrunination, wage disparity, 
and the clustering of women into low-paid, fewer beneHt jobs. It is most significant- 
ly, the economic and labor oppression in the work years that later results in ex- 
treme poverty, dependence, poor nutrition, inadequate living environments, inad- 
equate health care, and extreme mental health problems for older women. ^ 

The National Oiiganization for Women in Toledo is concerned that the rights and 
needs of all women be addressed as a prevention and assistance to address the con- 
cerns of women. ^ 

Darlene H. Goatley, 

President 

In order for older women to have better health, preventative medicine is neces- 
sary! One aspect of preventative health c — - ^"--^ «*^^^k^ u., «i,t«.;, 
cians. Many older women cannot afford ^ 
aid in Ohio diould be expanded to cover prescription drugs i 
a statewide program to help those not on Medicaid, but still having trouble paying 
for their prescription drugs. Several states already have such programs. 

Debra L. Marcal, 

Cleveland, Ohio, 
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My problem is how I am going to afford to survive as a single woman caught in 
the middle (age 54). The health and medical insurance, which has only direct pay 
coverage available, is expensive for no coverage worth a hill of beans, and if you Sn 
afford the cost, you are still taken to the poor house owing medical bills not covered 



BsRNADiNS Smart, 

Toledo, Ohio. 



As a graduate student at the Medical College of Ohio in gerontology, I would like 
to emphasize the need for studies in gerontology to be supported and encouraged 
The elderly are in need of highly trained speciaiiste deliverinir pertinent and sSen- 
tific mformation in programs that encourage independent self care practices. Con- 
tinue allocation of funds to support and supplement educational feesL Thank you for 
your support and concern. % Vu-- 

Crenda^Ohio, 

I would love to see every pharmacy school put a mandatory course for "Geriatric 
Pharmacy which should complement "Geriatric Medicine". For the practitioner in 
community pharmacy, this is vital. Pharmacists are one of the best friends of the 
elderly. 

Dr. Amar Bhattacharya, 

Ada, Ohio. 

^ I could simply cry on vour shoulder. I have worked all my life— always at good 
jobs and now I live on $292 a month. In 19G6, the year that high salaries began to be 
paid, I gave up my job and my pension to care for my invafld mother rattier than 
make her a subj^of the state and allow her to live in her home and die there. I 
am a veteran of WWII and the Korean conflict, and though age 70, am unabla to 
pay medical bills. Now President Reagan is cutting medicalcare for us. These prob- 
lems cause older people constant worry, nervousness, fear, sleepless nights which in 
turn cause many illnesses. 

BtHKL F. BOISVERT, 

Perrysburg, Ohio. 



I 

better 



believe what was said was true, but from my experiences I believe that if we had 
>,^.ter health conditions on our jobs, we would be in better health. Also, fo^id is the 
last thing on the budget list, after house heat, electricity, gas, water and clothes. We 
eat lust to fill us up. Good or bad, whatever we can afford. My wife works and I am 
on Social Secunty. 



Mr. Sherman D. King, 

Wauseon, Ohio, 



■ a 5?^ulty member in the Office of Geriatrics/Gerontology, Department of Medi- 
cine, MCO and responsible for teaching medical students and resident physicians, I 
am impressed that we at MCO are doing a good job generally teachii^ about the 
diagnosis and management of illnesses associated with older age (Mi's, ISH, poly- 
pharmacy issues, etc.) More and more young doctors are electing instruction in clini- 
cal geriatrics from us. 

But the greatest health needs of older persons aren't illness oriented. These needs 
have to do with such things as: getting proper nutrition; having access to appropri- 
ate housing; availability of supervised help for living at home; and transportation to 
get to Mp, exercise programs, the grocery store, etc. 

So, we re also introducing our students to members of the Northwest Ohio Geron- 
tological Association and the Greater Toledo Area Coalition on Aging— health pro- 
f^ionals who can work with physicians currently practicing in our community in 
the sort of networking and collaboration that we are encouraging our jrraduates to 
use as they treat their older patients. r grauuau^ ui 

PATRiaA Shanahan, 
Medical College of Ohio, Toledo, Ohio. 

I am deeply concerned about how better health care for older women can be at- 
tained, and in particular for lower income groups, while we are suffering from in- 
creasing cuts in domestic programs and while poverty is on the increase in America 
Yet, at the same time, our military budget, our defici\^, and our interest payments 
have ballooned. Our medical research in general has hoen threatened to be c^t. I 
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trust that you will vote to assure that our budget will not be balanced on the backs 
of elderly women ana the poor, but instead increase spending for domestic pro* 
grams. 

DmiScHtJT, 
Occupational Therapist, Toledo, Ohio. 

I would have made the following points: 

Require readable, big-print, ins&uctipns for use on over-the-counter medicine for 
safety and convenience of persons with^impaifed .vision.' 

Begin health .education^earlier and stress jpreventir/z; and health maintenance.^ 

Schedule more exercise prognuxis, actinbe6,^and :nutrition programs for adults at^ 
accessible neighborhood schools duringJ^Cewernoon hours.and .weekands. ^ 

Assure adequate financing of medical ^ure tb^ti^ culequate.^Medic^ 
worrying about medical costs causes stress and aggravates illnesses. 

Cabolyn Wnxis, 

Toledo, phio.\ 

I feel that to addiess the prevention of disease among the aged is to address, ihe 
young and the nearer middle-aged to begin a program that will prepare' them; for \ 
when they are aged. I believe that women when they enter the work force and begih"^ 
to age need to be aware of the future. In the same vein, I would like to see &e 
inequities of the Social Security system changed to give women the same financial, 
advantages that are given to men. . - 

Bxssis SpAnqxi;^ 
Vice President, Coalition of Labor Union Women, 

Yoiingstown^'Ohio. * 

Home health care, including hospice, needs to be expanded to assist aging, and tert, 
mi n ally ill adults to remain at home and independent for as long as possible. Home 
health care is effective and provides the elderly with the opportunity to remain with 
family and community for as long as possible. 

Education needs to be done to make the elderly aware that, with help, they can 
remain at home. Many fanfiilies see extended Cfire facilities as the only option for 
them, when in fact, a small amount of assistance may meet their needs. 

Glynk Lainq, R.N., PhD, 
Director, Community Hospice Program, 
Lutheran Medical Center, Toledo, Ohio. 

Adult day care centers for the frail elderly that are properly stnictured and 
staffed can contribute a good deal to a healthier older population and make their 
lifestyle richer and moreosrer, help to prevent premature institutionalization. This 
kind of program needs to be encouraged, studied and funded. 

Audrey K Pekneb, 

Howard, Ohio. 

We need: More elective nutrition education; to integrate preventative measures 
into lifestyle/society . . . i.e., exercise, safe walkways, community planning to in- 
clude shops within walking distance; i.e., nutrition— a food industry that combines 
convenience v/ith good nutrition, restaurants that emphasize nutritious foods; to 
combat misinformation which is especially alluring to older persons with chronic 
health problems. 

Sharon Rebmann, 
Registered Dietician, Toledo, Ohio. 

Keep loving, serving, giving, exercising and functioning. Stay active in social, reli- 
gious and family a^airs and civic and political concerns. 

Rev. D.V. WnrrENACH, 

Toledo, Ohio. 

Better health for older women begins with good health habits learned earlier in 
life and continued. For example, exercise and calcium intake help to have laid a 
good bone matrix before bone depletion begins. We may need to work more closely 
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mth empjiMis finally being placed on health habits early in school age. The lifespan 
of these children will be much greater than ours. 

Older women can set good food exrmples. "If it's good for mom or grandma, it's 
good for me . . / 

^Keep up your wonderful work protecting the elderly. Tve always admired your 

Geoboia Roebuck, R.N., M.N., 

Lancaster^ Ohio, 

A particular need of health that is essential, extremely important, and in need of 
addr^ and support for older adults is the area of creative mental health. Without 
a healthy state of mind the physical body is meaningless. 

The creative arts provide older adults with self-esteem, a meaningful role in socie- 
ty, constructive activity, and a means to express their capabilities. The creative arts 
are a means to preventive mental health and life-long activity in decision makmg 
cr^ive thinkmg, personal enjoyment, as well as physical activity. 

Pr^^rams and services in the arts/creative mental health need to be supported 
Mid developed equally with the physical areas of better health for older adults. 
Healthier minds and bodies are a natural resource to utilize and benefit from in 
meeting the growing needs of a growing elderly population. 

Martin Naoy, 
Common Space, Toledo, Ohio. 
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